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AS S TRACr3? 
This study explores and analyses the experiences and 
perceptions of community nurses (District Nurses, Health 
Visitors and School Nurses) involved in mentoring Project 
2000/Diploma in Higher Education student nurses within one 
site of a College of Nursing. It addresses the significance 
of mentorship in nursing education and in particular, the 
mentoring role of community nurses from their own 
perspective. 
Conceptual frameworks derived from the literature review on 
mentorship in nursing education are adopted in 
operationalising the research aims and the formulation of 
questions for data collection. The exploratory and 
descriptive nature of the study lends itself to utilising 
two methods of gathering data: postal survey questionnaires 
and semi-structured interviews. One hundred (100) 
respondents participated in the former, while twenty (20) 
informants took part in seventeen (17) interviews carried 
out by the researcher over a period of four months. 
The findings of the study indicate that mentoring Project 
2000 student nurses is a complex, time consuming and 
skilled activity, and that there are positive as well as 
constraining factors which affect the effectiveness of the 
mentoring process and the quality of the mentors. It also 
suggests that mentors require educational and managerial 
support, continuing professional development, and 
recognition for their role. 
Recommendations are made for improving the mentoring 
process and the quality of mentors. It is hoped that the 
information will improve the quality and utility of nurse 
education, and enhance the quality of interpersonal 
relationships between mentors, students, and clients or 
patients in the community. 
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CHAPTER ONE 
Introduction To The Study 
CHAPTER ONE: 
Introduction To The Study 
Introduction: 
This chapter introduces the nature of 
reader an insight into the background, 
of mentorship in nursing education. The 
aims are highlighted, which sets the 
literature to be reviewed and the resear 
data collection. 
Background And Scope Of Study: 
the study, to give the 
key issues and problems 
research problem and its 
scene for the range of 
-ch methods to be used for 
The recent changes in nursing education in the United Kingdom 
have been made in response to calls from within the nursing 
profession, mainly through the Royal College of Nursing (RCN). 
The two reports by the RCN, namely, the Platt Report in 1964 and 
the Judge Report in 1985, have both strenuously advocated the 
separation of nursing education from one of, "training" based 
within the arena of hospitals to that of, "education" based 
within higher education establishments. 
Meanwhile, in 1984 the United Kingdom Central Council for 
Nursing, Midwifery and Health Visiting (UKCC) set up a wide- 
ranging review called "Project 2000" to determine the education 
and training required for the nursing professions. The English 
National Board (ENB) has also issued a consultation document in 
1985 on the future development of professional education for 
nurses, midwives, and health visitors. 
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Underlying the need for reform in nursing education were also 
the major changes within the health service in the early 1980s 
as a result of the shifting demographic, economic, political, 
social and employment patterns within the United Kingdom. It was 
suggested that demographically, there will be a dwindling number 
of young people in the next two decades and this will have a 
great impact on recruitment to the health professions. 
Politically, the current Government policy toward community 
health care and increased emphasis on the prevention of ill- 
health will have a great implications for the inital and post- 
registration education of nurses. 
The outcome of the long-awaited review on nurse education was 
in the publication of the Report entitled "Project 2000: A New 
Preparation For Practice" by the UKCC in May 1986. This contained 
a detailed analysis of the case for change and set out twenty 
five recommendations for the reform of professional preparation. 
As developments in the health care system have led to greater 
stress on primary health care and community care, the Report 
emphasised the need for future student nurses to have a greater 
understanding of health and to gain wider experience of primary 
health care (UKCC, 1986: 46). This, of necessity, required colleges 
of Nursing to plan a wide range of clinical settings in which the 
students can gain clinical experience. However, their overall 
practical experience is shorter owing to the greater theoretical 
content of the course. 
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One of the purposes of Project 2000 was to change the nature of 
the nursing programme from training with some vestiges of 
education, to one of education with the required level of 
training. Apart from the need to fulfil the European Commission 
(EC) Nursing Directives (EC, 1981) and course content set by the 
English National Board (ENB, 1989), the course design for Project 
2000 was to be composed of two parts -a Common Foundation 
Programme of eighteen months duration which all students would 
undertake, and the specialist Branch Programmes of eighteen 
months duration in Adult, Child, Learning Disability or Mental 
Health Nursing from which students can choose (see Figure One). 
Connon Foundation Propane 
(18 aonths duration) 
Branch Progranes 
(18 months duration) 
Adult Child Learning Mental 
Nursing Nursing Disability Health 
Nursing Nursing 
Figure One: Project 2000 Course Structure 
Within this new curriculum, student nurses are no longer 
contracted as employees but rather they become students with a 
mandatory bursary to see them through the three year course. They 
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are to operate as supernumerary members of the clinical teams 
when they are out on placements for the majority of the course. 
The UKCC (1986: 54) clarifies the term "supernumerary" to mean 
that "names of students should no longer be included on duty rotas, their presence should not be part 
of the calculation of the number of staff required to carry out the work. " So it can be seen 
that where once supernumerary status and a larger component of 
community experience for student nurses were regarded as 
desirable but unattainable, they are now considered as viable and 
essential if nursing education is to move forward into the next 
century. 
The intended outcome of Project 2000 courses was to prepare a 
"knowledgeable doer" (UKCC, 1986) who could work as a first level 
nurse in the community or hospital settings. This new education 
was to be firmly tied to higher education with the requirement 
of the level being up to that of the second year of a three year 
degree course. The course was to be validated jointly by the ENB 
and higher education, Council for National Academic Award (CNAA) 
or the University itself. A diploma in higher education is 
awarded at the end of the three year course as well as a 
qualification as a registered nurse in any one of the four 
branches of the programme. 
In 1989 the first wave of Project 2000/Diploma in Higher 
Education courses incorporating enlarged community-based 
components were introduced in Colleges of Nursing within the 
thirteen "demonstration districts" in England. Since then, many 
Colleges of Nursing have amalgamated and linked into Higher 
Education establishments, and Project 2000 is now the course for 
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pre-registration nursing at Diploma level. 
While the need to provide student nurses with community 
experience has long been acknowledged, there remains the question 
of how much experience is required. In the past, student nurses 
only needed to gain a minimum amount of experience in the 
community setting. European Union Requirements stated that only 
sixty(60) hours of community experience was required (European 
Commission, 1981). Prior to the implementation of Project 2000 
courses, most of the community care module consisted of one week 
theory followed by one or two weeks of practice with the Health 
Visitor and District Nurse. 
However, Project 2000 has brought about changes to the nature and 
length of community experience within the course structure. A 
greater emphasis is given to learning experience in the community 
setting (UKCC, 1986), hence, more time is spent by the students 
acquiring community nursing competencies. Students may spend 
three times longer in community settings than traditional student 
nurses used to (Tattam, 1990) and as a result, the commitment of 
community nurses to Project 2000 students is increasing. 
Community nurses are appropriately qualified professional nurses 
employed by the local Community Trust to co-ordinate care to 
individuals, families, groups and communities. They do not 
practise in isolation, they work closely with other members of 
the Primary Health Care Team, as for example, the General 
Practitioners, Practice Nurses and Community Midwives. The 
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community nurses participating in this study are the District 
Nurses, Health Visitors and School Nurses. 
District Nurses are accountable for assessing the needs of their 
clients and families, for initiating programmes of care, ensuring 
their implementation, and for the continual evaluation and 
reassessment of such care given in the clients' homes (District 
Nurse Association, 1992). 
Health Visitors are responsible for assessing the health needs 
of individuals and communities. Traditionally, the role of the 
Health Visitor has been concerned with the under fives, though 
this is no longer their sole concern. Underlying all the Health 
Visitor's work is the promotion of health and prevention of ill- 
health (Twinn & Cowley, 1992). 
School Nurses are key health professionals for children at school 
(British Paediatric Association, 1995), responsible for monitoring 
the health of children and the promotion of health in schools. 
They also work closely with the school teams and the parents. 
As in the case of the College of Health Studies, where this study 
was undertaken, student nurses spend eight weeks (inclusive of 
16 study days) with the Health Visitors and School Nurses, and 
four weeks (inclusive of 8 study days) with the District Nurses 
during the Common Foundation Programme. When they progress into 
their chosen Branch Programme, as for example, in the Adult 
Nursing Branch, students spend a total of eleven weeks (inclusive 
of 10 study days) with the District Nurses (see Appendix One). 
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In line with the UKCC's (1986: 46) recommendations that the Common 
Foundation Programme must be "embedded in health not in illness"; 
the community experience offered to students reflects the 
emphasis of the curriculum on "health" and normality which 
develops as the programme progresses to one of "ill-health", 
dysfunction and nursing intervention strategies. This not only 
relates to an increase in time spent in the community but also 
relates to the intrinsic nature of the experience. Hence, student 
nurses are exposed to short allocation of placements in the 
community settings early on in their course. Furthermore, to help 
students link theory to practice, theory taught in the College 
is closely correlated with the clinical experience. 
Central to the Project 2000 programme is the continuous 
assessment strategy used in all clinical placements to assess the 
thirteen nursing competencies as set out in The Nurses, Midwives 
and Health Visitors Approval order 1989 (see Appendix Two). The 
continuous assessment of practice used by the College is based 
on Steinaker & Bell's (1979) Experiential Taxonomy , in which the 
degree and level of supervision will be dependent on the 
student's needs, abilities and stage of training (see Figure 
Two). 
Each student, as an active participant in his/her own learning, 
progresses through the five basic categories of Exposure, 
Participation, Identification, Internalisation and Dissemination. 
The role of the student and mentor evolves throughout the course; 
whereby, the student progresses from being a participant in care 
8 
to becoming an accountable practitioner, and the mentor evolves 
accordingly from being a motivator, catalyst and moderator, to 
a sustainer and critic (Bath & Swindon College of Nursing & 
Midwifery's Project 2000 Course Curriculum, 1992: 15). 
Categories of Taxonoay Levels of Achieve]ent Students Role Mentors Role 
Exposure Observes others carrying out the Attender (Passive) Motivator (Active 
(Level A) activity Leader) 
Participation Participates safely in the Explorer (Active: Catalyst (Active 
(Level B) activity under supervision Trial & Error) Leader) 
Identification Begins to explore and share Experiaenter (Active Moderator (Passive 
(Level C) alternative options/solutions Leader) Leader) 
Internalisation Recognises the consequences for Extender (Active Sustainer (Supportive 
(Level D) professional practice Internaliser) Influencer) 
Dissenination critically appraises others and Influencer (Active Critic (Passive 
(Level E) able to identify learning needs Campaigner) Challenger) 
Figure Two: Assessment of Practice based on The Experiential Taxonomy (Steinaker 6 Be11,19791. 
As part of the Project 2000 implementation process, it is also 
necessary for Colleges of Nursing to provide mentorship schemes 
for its students. Mentorship is seen as an invaluable framework 
for Project 2000 courses, it allows student nurses to learn from 
registered nurses practising in the clinical areas, thus reducing 
the theory-practice gaps. The UKCC (1985) proposed that students 
must be supervised individually wherever the learning takes 
place, and those involved in teaching and supporting students in 
clinical practice must be prepared for this role (UKCC, 1987). 
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The ENB also issued guidelines stating that: 
" ..... each student must have a named supervisor or mentor in each practical placement. A first level 
nurse must be available to provide this supervision in order that learning outcomes planned for the student 
can be achieved" (ENB, 1987: 55). 
The following year, the ENB issued further guidelines stating 
that: " ..... appropriately qualified first level nurses to be available, to students, to act as 
Supervisors, assessors and if possible Mentors". It goes on to say that the same 
qualified nurse can occupy different roles, but "it is important that the 
students know which role the person is occupying at any given time" (ENB 1988: 27). 
It can be seen from the above ENB guidelines that there is some 
confusion over the terms being used. This has further complicated 
the understanding and application of the concept of mentorship, 
at a time when nurse educationalists and nurse practitioners are 
seeking for professional clarification of the term. 
Since mentorship has been identified as crucial for the 
successful implementation of a Project 2000 programme, much 
responsibility will now lie in the hands of the registered 
practitioners/first level nurses who will be mentors to the 
students. For the College where this study is undertaken, the 
mentorship system was set up well before the first Project 2000 
course commenced in September 1992. 
While the ward staff (Charge Nurses/Sisters and Staff Nurses) are 
used to having student nurses from traditional nurse training and 
having to assess them for their practical skills continuously, 
for the first time the community nurses are going to have student 
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nurses with them on a continuous basis and have to assess them 
for their experience in the community settings. Community nurses 
will have to be prepared to take on the teaching and assessing 
role as well as being mentors to the students. It has therefore 
brought about significant changes for our community nurses with 
regard to their role as "mentors" or whichever term is agreed by 
the project curriculum planning team. 
In this instance, the College decided to refer to all registered 
practitioners who have Project 2000 students with them as 
"facilitators". The reason for this being that, as the 
traditional nurse training courses were still running along side 
the new Project 2000 course, it was appropriate to diffentiate 
between them, since registered nurses were "mentors" to the 
traditional student nurses. 
Although facilitation is an important part of the learning 
process in providing a non-directive, non-confrontational and 
flexible enivironment to assist student learning and development 
(Wilkes, 1993), in essence there is no difference between a 
facilitator and a mentor in the context of nursing education 
within this College. Within the College's curriculum document, 
the role of the facilitator is clearly stated. The facilitator 
will ensure that relevant clinical experience is provided in 
order that students develop the relevant competencies in the 
practice of nursing. Their responsibilities will be to assist and 
enable each student to achieve his/her goals for learning, and 
act as assessor, assessing the student's level of attainment 
related to the level indicated in the continuous assessment 
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scheme. So, to avoid further confusion between the two roles, 
only the terms "mentorship", "mentoring" and "mentor" will 
continue to be used in this study. 
If Project 2000 students are to benefit from their community 
experience, then community nurses are invaluable to their 
learning process. While there is an evaluation strategy built 
into our students' placement documents to evaluate their 
experience in the community setting, to date there has not been 
any formal evaluation of the community nurses' mentorship role. 
Thus, the demands of mentorship and the community nurses' 
experiences and perceptions of their mentorship role has not 
really been addressed. The writer, having been a community nurse 
and now a community link teacher, feels it is important that the 
feedback from the community nurses should be represented. 
The Research Problem: 
Since the publication of "Project 2000 -A New Preparation For 
Practice" (UKCC, 1986) and the ENB's guidelines (1987,1988) on 
introducing a mentorship scheme to student nurses, there has been 
an increase in the number of writers and articles on the subject 
of mentoring in nursing textbooks and journals. There is a 
tendency for such reports to focus on the positive aspects of 
the mentoring role, based mostly on American studies which have 
little reliable research incorporated into them. 
Hagerty (1986: 19) suggests that mentoring "seems to have become a championed 
cause, rather than an unclear phenovenon in need of scholarly investigation",, while Healy & 
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Welchert (1990) warn that although the theory of mentoring sounds 
great, no clear definition of mentoring is agreed upon. 
Furthermore, Marriott (1991: 268) states that "the dearth of research into 
Eentorship in Britain is all the more remarkable in view of its increasing use here. 11 
However, the ENB has funded a few research studies since the 
introduction of Project 2000 in 1989. The research to date on 
mentoring within the community settings has been conducted on the 
thirteen demonstration sites starting the Project 2000 courses, 
hence giving a rather disproportionate emphasis on the earlier 
courses and cohorts of students. The research findings were 
mostly concerned with issues such as students' satisfaction with 
their placements (Hallett et al, 1993; Jowett et al, 1992) and 
failure to link theory with placement experiences (Elkan & 
Robinson, 1993). Other studies (eg. Pierce, 1991; Wright, 1990) have 
included mentors' views on students' perceptions of their 
mentoring experiences but have not solely focused on mentors' 
experiences and perceptions of their mentorship role. Thus, the 
experiences and effects of a mentoring relationship between 
mentor and mentee in the community setting has so far attracted 
little interest and investigation. 
Mentorship and the role of mentors continues to precipitate 
considerable debate in nursing literature. Despite the ENB's 
successive and continuously ambiguous guidelines on mentorship 
which appeared to be open to a wide range of interpretations, 
mentorship was rapidly embraced and implemented by colleges of 
Nursing for student support and assessment in the clinical areas. 
This prompted Morle (1990) to rightly criticise the naive way in 
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which nursing education has introduced mentorship schemes without 
a clear definition of the mentor role. It has also led to 
suggestions that mentorship is used extensively and often 
inappropriately for student support and assessment (Anforth, 1992). 
Furthermore, findings from Wilson-Barnett et al's study (1995) 
shows that the terms "mentorship", "assessor" and "supervisor" 
were used interchangeably and covered diverse roles in both 
clinical and community settings. Thus, the lack of a clear 
operational definition of mentorship remains a major problem in 
nursing education. 
Project 2000's emphasis on the need for students to understand 
health and gain experience in the community puts community nurses 
in the forefront of providing the learnimg experience. However, 
the presence of the sheer number of students has placed 
considerable pressure on community nurses. Problems have been 
identified with the allocation of Project 2000 students to 
mentors, and mentors' workload and their commitment to the role 
(Braken & Davies, 1989). There is also some evidence to support 
the fact that role preparation has not resolved these 
difficulties (Leonard & Jowett, 1990). 
The impact of the heavy demands on mentorship for community 
nurses could not be clearer. Personal experience working and 
liaising with colleagues in the community setting have seen the 
increased responsibility put on community nurses and many had to 
change their working patterns to cope with the demands of 
mentoring students. Besides having the responsibilities to teach, 
support, supervise and assess the students, many community nurses 
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are "often themselves in new posts, having to cope with the demands of their practice, having 
responsibilities for their own continuing professional development and by the nature of their caring 
profession, meeting the needs of the patients/clients" (Morton-Cooper & Palmer, 1993: 46). 
Aims 
Much time and energy has been devoted to mentorship by nursing 
education in an attempt to provide support for its students in 
all clinical areas. This study therefore explores the extent to 
which the demands of mentorship may influence the community 
nurses' experiences and perceptions of their mentorship role with 
Project 2000 student nurses on one site of a College of Health 
Studies. The study aims: 
1. To critically review the ENB directives and literature on 
mentorship in nursing education, 
(a) to document and access community nurses' understanding and 
interpretation of the mentorship concept and their mentoring role 
with Project 2000 student nurses on one site of a College of 
Health Studies 
(b) to explore the experiences and perceptions of community 
nurses involved in mentoring Project 2000 student nurses in the 
Common Foundation Programme and Adult Branch of the course. 
2. To apply quantitative and qualitative research methods in a 
study of mentorship in nursing education, and evaluate their 
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potential for nursing education studies. 
3. To compare findings with previous studies on mentorship and 
to establish whether different issues were raised for the 
community nurses concerned. 
4. To make recommendations from the findings of the significant 
nature of the community nurses mentorship role, so that future 
practices of mentorship might be enhanced. 
Rationale And Significance of Study: 
With recognition of the importance of community nursing 
experience for Project 2000 student nurses (UKCC, 1986), the 
importance being placed upon the community nurses' role as 
mentor to the students has increased tremendously. In the past, 
student nurses only had to observe the delivery of primary care 
under the supervision of the community nurses. Now Project 2000 
students' knowledge and skills in assessing, planning, 
implementing and evaluating care have to be assessed by the 
community nurses. 
Built into a student's community placement is the value of 
learning by experience with the community nurse. Benner (1984: 36) 
observes that learning by experience "is the refinement of pre-conceived notions 
and theory through encounters with many actual practical situations. " She proposed that 
experienced nurses should facilitate less experienced nurses as 
they move towards the achievement of competence in practice 
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within the clinical areas. Whereas, Jacka & Lewin (1986: 573) 
believed that "competence in nursing derives from the actual practice of the craft. " They 
suggested that the quality of the learning environment, with the 
variety and frequency of opportunities to learn, can facilitate 
competency to practice. 
It is argued that community nurses as mentors could enable 
students to become competent, confident practitioners 
(Hagerty, 1986) and able to bridge the theory to practice gap 
(Braken & Davis, 1989). Thus, community nurses not only have to 
get used to the educational model inherent in Project 2000, but 
also have to take on board the mentor role in teaching, 
supervising and assessing the students. 
When mentorship was first introduced for student support in the 
clinical areas, it was widely assumed that registered nurses had 
already processed mentorship skills. However, Morris et al (1988) 
found that many potential mentors were unable to identify their 
own skills. The truth is, many community nurses have no idea as 
to the extent of their involvement in the mentoring role. This 
has implications for community nurses in relation to their 
teaching, assessing and mentorship roles (Burnard & 
Chapman, 1990). 
The ENB states that "all staff concerned with the teaching, supervision and assessient of 
students lust have received appropriate preparation. In addition, all those involved with the course should 
be faiiliar with the course structure, organisation and content" (ENB, 1988: 28). 
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The ENB did not stipulate the number of hours or days to be set 
aside for the preparation. Hence, many colleges of nursing run 
mentorship workshops lasting from two to five days. The extent, 
frequency and value of these mentorship workshops necessarily 
varied between colleges. Whether the duration of the preparation 
is adequate or not is debateable, but earlier studies on student 
supervision (Elkan & Robinson, 1991; Jowett et al, 1992; Hallett 
et al, 1993) have found that practitioners were concerned about 
the sheer number of students requiring experience and low staff 
numbers, and their role vis-a-vis the students has been 
undermined by inadequate preparation. 
The selection of community nurses for mentorship within this 
study is determined by the community nurse managers or clinical 
co-ordinators as and when students are allocated for their 
community placements. The community link teacher in liaising with 
the managers/clinical co-ordinators helps with identifying 
community nurses for the mentorship role. In preparation for the 
mentorship role, community nurses have to attend a two day 
workshop in the College. They are prepared for their role through 
a formal programme organised and conducted by one of the nurse 
teachers in charge of running the mentor/facilitator workshop 
(see Appendix Three). 
The two day workshop is aimed at enabling mentors-to-be to 
acquire the knowledge and skill to assist them in the mentor 
role, to teach, support and assess the students as they progress 
through their community experience (see Appendix Four). This 
includes the outline of the course structure and the assessment 
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criteria of the course. Many community nurses then go on to take 
the ENB 998 course "Teaching and Assessing in Clinical Practice" 
and/or the City and Guilds 7307 "Further and Adult Education 
Teaching Certificate" successfully. 
Mentoring is widely acknowledged as an intense relationship 
between an experienced professional and a less experienced person 
(Burnard, 1990a). The mentor's role is to assist with the personal 
and professional growth of the mentee through role modelling, 
guidance and sponsorship. Authors such as Darling (1985) and 
Kinsey (1990) suggest that mentoring should not be seen as a 
casual relationship, but one with emotional investment and 
commitment in the student's professional development. However, 
the realities of such a relationship can be complex and difficult 
to fulfil within the community setting. The sheer number of 
students requiring community experience has placed a heavy burden 
on the community nurses in terms of the time and responsibility 
given to facilitating and supporting the students in the Common 
Foundation Programme(CFP) and those in the Adult Branch. Given 
the interpersonal nature of the mentor relationship, 
effectiveness will depend very much on the attributes of 
individual mentors and the needs of individual students. 
Furthermore, community nurses tend to work on their own with 
their clients/patients and families, so when the student is out 
in the community he/she will be working on a one-to-one basis 
with the community nurse. The degree of learning by experience 
for the student will depend very much on the allocated mentor. 
If the community nurse's schedule is a very busy one, it is 
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difficult for her to fit in a full learning programme for the 
student. 
The ENB (1989) suggests that mentors would not normally be 
involved in formal supervision or assessment of mentees, but in 
practice, allocated mentors in the community frequently double 
as assessors. The reason for this is that in the community 
setting, there are often more students than staff to cope with 
the demands for community experience. In the college where this 
study is undertaken, some district nurses may have up to three 
students with them at the same time. As for example, one student 
may be out in the CFP for four weeks placement, while two other 
students may be out from the Adult Branch on the same day (one 
student at the beginning of the Adult Branch for six weeks 
placement and one out doing his/her client attachment day). 
Furthermore, some district nurses have two students allocated to 
them, albeit on separate placement dates of at least four weeks 
apart. 
Thus, in the community setting, the duration of allocations of 
Project 2000 students to mentors raises more questions than 
answers. Although the allocation of a mentor may individualise 
learning for the student, it may also be stressful for the mentor 
to have a different student on each placement on a continuous 
basis. Some community nurses have difficulty in perceiving the 
notion of mentorship as being totally beneficial, as the 
experienced reality of the mentorship role is not always a 
positive and rewarding one. It could be that the concerns of 
having students and the value placed upon the quality of their 
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community experience compete with the demands of managing a heavy 
caseload and giving quality care to their clients/patients. 
While many community nurses are committed to the ethos of Project 
2000 and to providing a good community experience for the 
students, there remain many factors which influence their 
experiences and perceptions of the mentoring role. Much has been 
written about the role of the mentor with a tendency to stress 
on the ideal and positive aspects, that the needs of mentors or 
their professional development are not fully acknowledged. As 
rightly argued by Burnard & Chapman (1990), that if the students' 
needs are facilitated by mentorship, then the mentors themselves 
need to develop. 
Therefore, it is appropriate to study the experiences and 
perceptions of those community nurses involved in supporting our 
Project 2000 student nurses. A greater understanding of and 
insight into mentorship from the community nurses' perspective 
is necessary for the educators and managers who prepare and 
support them as mentors. Morle (1990: 60) argues that it is 
imperative that any organisation which advocates mentorship "gives 
careful consideration as to how the role is perceived and the nature of the preparation required. " For 
within the nursing context, the mentor of today will be required 
to assume greater and much more specific responsibilities and 
will be infinitely more accountable. It is important that the 
thinking pertaining to this role is undertaken if the role is to 
develop into a satisfactory and meaningful one. 
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The foreshadowed problems of mentoring in nurse education have 
informed and guided the nature of this study. An understanding 
of the mentorship role and its functions has implications for how 
the mentors enact their roles. The topic chosen for this study 
is indeed a significant one. If the provision of learning 
experiences in the community for Project 2000 students is to be 
a success, we need to be informed of the value and significance 
that community nurses place upon their mentorship role with the 
students. To fail to take account of their experiences and 
perceptions will run the risk of overlooking aspects of 
importance which could be essential for working in closer 
partnership with the community nurses. 
Thus, a model for mentorship which takes into account the nature 
of the mentor's interactive role within the community setting 
will go a long way towards establishing a partnership with the 
community nursing service. It will help to achieve the ultimate 
goal of enhancing the experience of community nurses and thus, 
the quality of community experience for our student nurses. 
Structure Of The Dissertation: 
This Chapter gives an overview of the key issues and problems 
which stimulated the organisation of this study. 
Chapter Two reviews the relevant literature which provided a 
theoretical orientation for the research and led the writer to 
key aspects of the community nurses' mentorship roles in 
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practice. 
Chapter Three discusses the rationale for the research design, 
the two research methods employed to gather data and the methods 
of data analysis. 
Chapter Four presents the findings derived from the postal 
questionnaire under two sessions; as Biographical and Career 
Information, and Perceptions and Opinions of Mentoring. 
Chapter Five presents the findings derived from the semi- 
structured interview transcripts and open-ended questions from 
the postal questionnaire; and integrates and contextualises the 
themes which emerge from the data within wider substantive and 
theoretical issues. 
Chapter Six discusses the major findings from the questionnaire 
and the semi-structured interviews, examines their implications 
for teachers and managers within the college, and makes 
recommendations for future research study and practice. 
A full list of references cited is provided at the end of the 
study. 
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Review of The Literature 
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CHAPTER TWO 
Review Of The Literature 
Introduction: 
This chapter reviews the relevant literature on mentorship in 
nursing education. It describes the rationale for the literature 
review and explores three themes of mentorship in relation to 
nursing education. Concepts generated from the literature will 
provide the way forward for the primary theoretical orientation 
of this study. 
ARationale And Framework For The Literature: 
One of the foreshadowed problems is the degree of congruity 
between the literature on mentorship and the mentor role in the 
practice of community nurses. There is an apparent strong 
consensus within the nursing profession in the United Kingdom 
(UK) that mentorship is crucial for student learning and support 
in the clinical environment. Much has also been documented about 
the positive aspects mentorship has on mentors and mentees alike. 
While there is a considerable amount of literature available on 
the subject of mentorship, it is also apparent that the term 
"mentorship" holds different meanings for different individuals 
and groups. Similar concepts such as "preceptorship" and 
"clinical supervision" have been used interchangeably within 
nursing education to describe the concept of mentoring. 
Furthermore, although the subject of mentorship appears as a 
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fairly consistent theme in nursing education, "there has been little attempt 
by the profession to give structure to either its underpinning theory or its practice" (Fowler, 1996: 471) . 
Thus, the potential for contextualising a theoretical framework 
on the emergence of mentorship in nursing education and the 
nature of the mentor role in practice is the guiding principle 
behind this review of the literature relating to nursing. The 
three themes explored are the phenomenon of mentorship in nursing 
education, the practice of mentoring in the clinical environment 
and research studies on mentorship. The literature review 
attempts to draw out the inter-relationships between the three 
themes to identify the issues which this study will address. 
The Concept Of Mentorship: 
Much has been written about the concept of mentoring from 
different perspectives (Merriam, 1983), but it continues to be a 
complex issue in terms of definition and methodology for writers 
and researchers. Historically, the term "mentor" derives from 
Homer's The Odyssey (translated by Shaw, 1932), in which Odysseus 
entrusts the upbringing of his son Telemachus to his trusted 
friend and adviser, Mentor, when he went to fight the Trojan war. 
The relationship was seen as "the archetypal dyad of younger male protege and older 
vale mentor' (Donovan, 1990: 294). 
The term mentor has since becomes synonymous with the wise, 
faithful guardian and teacher (Hamilton, 1981). Links can be found 
within mentorship schemes in the master craftsman-apprenticeship 
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unions of mediaeval times, where guild masters were responsible 
for teaching particular crafts as well as religious, social and 
personal habits to their apprentices. It continues to be used in 
academic circles and more recently in business and teacher 
preparation initiatives, as a means of providing organisational 
support for personal growth and development. Eng (1986) suggests 
that much of its influence coincides with the emergence of the 
human resource development movements in the 1970s. Since then, 
the mentoring concept has been used in confusingly different ways 
by different authors on both sides of the Atlantic. 
The concept of mentorship, both in nursing and generally, has 
attracted growing interest since the mid-1970s and much of the 
literature has its genesis in the United State of America (USA). 
Sheehy (1976) in her book "Passages: Predictable Crises of Adult 
Life" discusses the importance of mentors in an adult's life, 
noting the effect the mentor's guidance may have on an 
individual's life. She stated that many women who gain 
recognition in their careers have been nutured by a mentor. 
Further interest is said to stem from the seminal study by 
Levison et al (1978) of forty men aged 35-45 years. They found 
that a relationship with a "mentor" was "one of the most complex and 
developmentally important, a an can have in early adulthood" (Levison et al, 1987: 97). A mentor was 
viewed as a transitional, exemplar figure whose role was to 
teach, advise, or sponsor. 
In contrast to Sheehy's (1976) and Levison et al's (1978) 
personal and informal views of mentoring; Zey (1984) sees 
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mentoring as a formal process within an organisation that 
promotes the career development of the protege. The mentor is 
defined as a person who "oversees the career and development of another person usually a 
junior, through teaching, counseling, providing psychological support, protecting, and at times promoting 
and sponsoring" (Zey, 1984: 7). 
In reviewing literature on mentorship in nursing, it is important 
to bear in mind that the clinical experience of student nurses 
in the USA and Canada is very different from that of the UK. In 
the USA and Canada, students are on the diploma/degree programmes 
and clinical instructors are employed from the school of nursing 
to work with students in the clinical areas, so supervision and 
instruction are guaranteed for each student. The introduction 
of mentorship or preceptorship was seen as a way to arrest the 
high wastage level of new nurse graduates as a result of "reality 
shock" (Kramer, 1974) experienced during their early clinical 
allocations. 
Thus, Attwood (1979) envisions the mentor as a clinical preceptor 
for newly graduated nurses to see them through the transitional 
period from student learners to practicing professionals. She 
also believes that the mentor concept is applicable to nursing 
"given nurses' needs for guidance and support in developing new or changing roles" (Attwood, 1979: 714). 
Whereas, May et al(1982) believe that mentorship offers an 
important opportunity to increase scholarships in nursing. They 
see mentorship as "an intense relationship calling for a high degree of involvement between 





Indeed, Puetz (1983,1985) too believes that mentorship is the way 
forward for nursing. She suggests that mentor relationships can 
begin at any time between "an established old person and a younger one" (1983: 84), and 
mentors "share their experiences, thus teaching the best way of doing things, enhancing their 
proteges' skills and furthering their intellectual development" (1985: 24). 
This is taken up further by Darling (1985) who recognises the 
increasing importance of mentorship in helping nurses adapt to 
and function effectively within the health care system. She 
suggests that mentoring as "a process by which you are guided, taught, and influenced 
in your life's work in inportant ways" can help individuals achieve their 
goals, whatever they may be (Darling, 1985: 18). 
Other authors like Kelly (1978) and Kinsey (1990) saw the 
mentorship relationship in nursing education as a meaningful and 
resourceful way of promoting the growth and development of female 
nurses. For Kelly (1978: 339), women in nursing are no different 
from women in business; "both are striving to reach positions of influence" that 
have been denied to them, and suggested those in influential 
positions must take on the responsiblity of grooming other 
promising nurses. She strongly believed that mentors will provide 
the professional and personal nourishment necessary for success, 
and that takes commitment of time, effort and caring. Kinsey 
(1990: 45) also believes that those nurses who aspire to become 
influential within the profession should have a mentor. She 
maintains that mentorship "can be a powerful administrative tool for attracting and 
retaining competent nurses. " 
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However, Donovan (1990) argues that the notion of mentorship in 
the USA is more to do with succession planning and equality of 
opportunity for women in the pursuit of nursing careers, rather 
than with the teaching and supporting of the students. Over here 
in the UK, mentorship is definitely being perceived in a 
different way by the nursing profession. 
Prior to the introduction of mentorship in nurse education and 
training in UK, a variety of key roles such as the ward sisters 
and clinical teachers had been identified as providing support 
for student nurses in clinical placements. The emphasis has been 
on the use of clinical supervision to prepare students and to 
provide role models for practice. However, due to the shortfall 
of clinical teaching and supervision, the United Kingdom Central 
Council for Nursing, Midwifery and Health Visiting (UKCC, 1985) 
have proposed that student nurses must be individually supervised 
wherever the learning takes place. 
Mentorship schemes were quickly taken up by schools of nursing 
as an attempt to resolve the problem, student nurses were 
assigned to a named member of staff, designated a mentor. Morle 
(1990) raises the question as to why the notion of mentor has 
been so rapidly adopted. She suggests "it may be that there already exits in 
essence an individual who can take on the cantle of mentor without any major disruption to the system", 
but more likely "it may be the need to be seen to comply with the ENB directive" as the 
most compelling force (Morle, 1990: 67). 
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The notion of mentors and mentorship has gained prominence within 
the development and implementation of Project 2000 courses. Since 
then there is a growing number of writers on mentorship in 
nursing and a few research studies concerned with mentorship in 
individual courses or programmes. The term "mentor" is said to 
have slipped into the folklore of nurse education almost 
unnoticed and quickly become part of the educational language of 
the eighties and nineties (Burnard, 1990a). It is interesting to 
note that it is also happening within teacher education, where 
the role of the teacher mentor is fast becoming a pivotal one in 
the training process of student teachers (Kerry & Mayes, 1995). 
"Mentors" were first referred to in the course approval process 
by the English National Board (ENB, Circular 1987/28/MAT), where 
it recommended that each student nurse should have a named 
mentor responsible for facilitating learning and for providing 
support in each clinical placement. On this occasion only the 
most simple definitions of a mentor were presented and both are 
compatible extensions of dictionary definitions, these being that 
of "wise reliable counsellor" and "experienced and trusted adviser" (ENB, 1987: 62). 
Subsequently, in the next document pertaining to course approval 
some eighteen months later (Circular 1988/39/APS), the ENB stated 
that a mentor should be an appropriately qualified and 
experienced first level nurse who, "by example and facilitation, guides, assists 
and supports the student in learning new skills, adopting new behaviours and acquiring new attitudes" (ENB, 
1988: 33). This definition is compatible to Hardy ls view of a mentor 
as I 'someone who can advise, guide, teach and promote younger nurses" (Hardy, 1986: 78). 
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By 1989, the ENB's paper (1989/MAT/NE) "Preparation of Teachers, 
Pracitioners/Teachers, Mentors and Supervisors in the Context of 
Project 2000" recognised an evolutionary change in the nurse to 
student relationship. It suggested that a mentor is someone 
selected by the student "to assist, befriend, guide, advise and counsel (but not normally 
be involved in the formal supervision or assessment of that particular student)" (EJB, 1989: 5). 
However, the ENB (1989) has made no specific reference as to who 
that person might be, but recognised that nursing may need to 
consider at a later date whether there are differences between 
mentor and supervisor/assessor roles. This has since been updated 
by the ENB in 1994, whereby the roles of supervisor and assessor 
are now combined under the heading of "assessor". "Mentor" is 
being defined as "an individual who has an understanding of the context of the student's 
learning experience and is selected by the student for the purpose of providing guidance and support" (ENB 
News, 1994: 6). 
The ENB may have helped to establish the terms as distinct 
entities and it may also have reinforced the view held by some 
that the terms are interchangeable. Whether pre-registration 
student nurses are able to identify and choose their own mentor 
is an issue that needs further investigation. 
While mentorship is central to any new initiatives in nurse 
education and especially for Project 2000 courses, guidelines 
from the Professional Body, the ENB, appear to be open to a wide 
range of interpretations. Such "loose" use of the term is said 
"to blur the vital leaning that aentoring should have in nursing today" (Davidhizer, 1988: 775). As 
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seen from the different views and definitions of mentors, clarity 
is indeed a priority if we are to ensure unanimity in the 
understanding of the role and achieve its successful introduction 
and development. 
There has also been much debate about the role and functions of 
a mentor since its introduction to nurse education. The term 
mentor may have slipped into the educational language unnoticed, 
but agreement as to what it really means remained a central issue 
for course developers. Hagerty (1986: 17) refers to this 
unquestionable feature surrounding the role of mentor as the 
"definition quagmire" and claims that literature on mentorship 
tends to confuse the person, the process, the purpose and the 
activity. 
Donovan (1990) suggests that definitions of the mentor's role and 
functions within nurse education are inconsistent and differ 
significantly from that described in business and higher 
education literature. Elements of choice, emotional ties and 
sponsorship are very limited in nursing education. He suggests 
that the role of mentor needs clarification and that an 
alternative title such as facilitator maybe more appropriate. 
Moyle (1990) believes that the term mentorship gives too much 
scope for interpretation and proposed that preceptorship is a 
more suitable alternative. Chickerella and Lutz's (1981) 
definition of preceptorship was given to provide a clear 
understanding of the role and function of the preceptor or 
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mentor. According to Chickerella and Lutz, preceptorship is "an 
individualised teaching/learning method in which each student is assigned to a particular preceptor ...... 
so that he/she can experience day to day practice with a role model and resource person immediately 
available within the clinical setting" (Chickerella and Lutz, 1981: 107). 
In trying to differentiate between the mentor and preceptor, 
Burnard (1990b: 353) argues that the mentor is more of a 
facilitator and the preceptor is "sore clinically active and more of a role model. " 
This seems to be in agreement with Chickerella and Lutz's 
definition and Morle's (1990: 69) belief that this type of 
clinical support is "in keeping with what is required by nursing personnel presently and in 
the future. " The preceptor is said to be more concerned with the 
teaching and learning aspects of the relationship, while the 
mentor, who is also concerned with the above, tended to seek a 
closer, more personal relationship. 
Whereas, Anforth (1992) proposes that the role of mentor should 
be restricted to assisting, befriending, guiding, advising and 
counselling the students. She strongly believes that the role 
should not incorporate other roles such as that of supervisor, 
assessor, preceptor or facilitator. However, Woodrow (1994) 
argues that separation of the supervising or assessing roles from 
mentorship can be problematic, and rarely seems to be practised 
within many mentorship schemes. 
The dilemmas of mentoring have never been greater than today. The 
need to face and make decisions about the best way to facilitate 
nurse mentoring is increasingly seen as more challenging for 
nurse educationalists and nurse managers. Perhaps, one can take 
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some comfort from the next two outlines of the mentoring roles 
by Jarvis (1995) and Quinn (1995). 
For Jarvis (1995), mentoring is much more concerned with the 
assistance of learners to learn and perform their role more 
effectively. The mentor's role within the learning environment 
is that of a teacher as well as a facilitator. The mentor 
relationship is defined as "one in which two people relate to each other with the 
explicit purpose of the one assisting the other to learn" (Jarvis, 1995: 416). 
Quinn (1995), on the other hand , gives a similar but more 
workable definition with regard to mentorship. He sees the mentor 
as "a qualified and experienced member of the practice-placement staff who enters into a formal 
arrangement to provide educational and personal support to a student throughout the period of the placement" 
(Quinn, 1995: 188). 
In essence, both Jarvis' (1995) and Quinn's (1995) definitions 
are the ones that many colleges of nursing seek to utilise within 
their support framework for supervising students in the clinical 
areas. Quinn's (1995) definition is one that is most closely 
aligned with the College in which this study is undertaken. It 
is also conceptually compatible with the ENB's (1988: 33) 
guidelines. 
Meanwhile, the UKCC in their consultation document "Post- 
Registration Education and Practice Project" (UKCC, 1990), 
proposed that all newly qualified staff nurses are to be 
supported by a preceptor for the first three to six months of 
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professional practice. The preceptor's role is likened to that 
of a mentor, to facilitate learning and practice, and to provide 
support for the newly qualified nurses to improve their standards 
of practice. 
In view of all the interpretations of what a mentor should or 
should not be, surely the way forward is to ensure that a better 
understanding of the mentor role is paramount. Now that the UKCC 
have recognised that preceptorship is for supporting newly 
qualified staff nurses, mentorship should be seen to have equal 
value as preceptorship for the development and support of our 
student nurses in the clinical environment. We do not need 
conflicting views from a variety of perspectives, but we do need 
to come to terms with what we have got and apply them 
appropriately. It is far better to clarify the existing roles and 
have a clear conceptual framework to work to, than the constant 
changing of guidelines from the ENB. 
Hentorship In Practice: 
Models of mentorship have always been in existence within nursing 
education, either formalised or informalised. It can be argued 
that mentorship is also conceptually compatible with Clause 14 
of the Code of Professional Conduct (UKCC, 1992); that is, a 
registered nurse, .... must " assist professional colleagues, in the context of your 
knowledge, experience and sphere of responsibility, to develop their professional coipetence and assist 
others in the care tea', ... to contribute safely and to a degree appropriate to their roles. 11 
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Indeed, Maynard & Furlong's (1995) three models of mentoring in 
teacher education can be said to be appropriate for nursing 
education as well. These are as follow: 
1. The apprenticeship model (learning to see) - the need to work 
alongside a mentor and observing the mentor in classroom practice 
2. The competency model (systematic training) - the need to gain 
confidence in classroom practice on a list of pre-defined 
competences, the mentor's role is that of an observer and to 
provide feedback to the student 
3. The reflective model (from teaching to learning) - the need 
to extend routine teaching practices to focus on their pupils' 
learning, and the mentor's role would be more of a facilitator 
and supporter. 
The first two models can be seen to be practised in much of the 
mentorship schemes in nursing education. While the third model 
may not be reported, it is one that many colleges of nursing 
strive to encompass within their mentorship schemes. However, 
each model is only appropriate at a particular level/stage of a 
student's development. If the three models are taken together and 
used in conjunction with that of Steinaker & Bell's (1979) 
Experiential Taxonomy, which is now widely used in Project 2000 
nursing education as a holistic approach to learning, they can 
contribute to a view of mentoring that responds to the needs and 
abilities of the students. This would be in line with the UKCC's 
Consultation paper on Future Pre-registration Training (UKCC1 
1988), which suggests that the student nurse's caring and 
analytical skills need to be developed during gradual and planned. 
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phases, to ensure transition from observer to participant, in a 
range of clinical settings. 
Nevertheless, there does not seem to be a definite model of 
mentorship in practice. The systems of mentorship appears to have 
adopted a more pragmatic approach to suit individual colleges of 
nursing. Generally, the schemes are formally arranged and 
students are assigned to mentors for the periods of their 
clinical placements. These can be for short periods of four weeks 
in the earlier part of the course, to longer periods of three to 
four months in the later part of the course. The main purpose of 
these schemes is to provide support for their students in the 
clinical areas, but some schemes required their mentors to be 
supervisor, teacher and assessor as well. 
Many of the mentorship schemes documented in British nursing 
journals are descriptive reports by nurse educationalists and 
nurse practitioners who were personally or partly involved in 
setting them up. Some of the schemes which aimed to provide 
support for their students in the clinical areas are as follow: 
Laurent (1988) reported on two mentorship schemes, one for Mental 
Health students and the other one for General Nursing students, 
arguing that students starting work experience in a clinical area 
are probably more worried about whether they will get on with 
staff than about the learning. As they are unlikely to learn much 
if they are worried and anxious, it can help to know that at 
least one member of the staff, their mentor, is on their side, 
available to help and advise. Both the mentorship schemes have 
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benefited the students and the mentors. 
Whereas, Foy and Waltho (1989) believe that the mentor system is 
beneficial for their students, as having a mentor reduces stress, 
enhances enjoyment in placements, and improves professional 
development. They suggest that these benefits are related to the 
number of occasions the mentor and student work together within 
each placement. 
For Barlow (1991), short-term mentorship did not seem appropriate 
for the students at her School of Nursing, since a relationship 
with a mentor is usually long lasting, often from student days 
through to many years in a career. She described a new approach 
involving students having a personal tutor throughout their 
course, who also acts as a mentor. In each clinical area students 
have a "link nurse" instead. Having struggled with trying to 
implement the ENB's guidelines on mentorship, she believes that 
this new approach has worked for the students, the clinical staff 
and the nurse teachers. 
MacKenzie (1991) felt that a clinically based support system with 
placements as short as four weeks could not meet the requirements 
of true mentorship. She introduced the "buddy system", a support 
system similar to but less demanding than mentorship, to help 
student nurses settle into their clinical placements. Students 
have stressed the positive aspects of having support from an 
identifiable person, and staff have increased their motivation 
to assist in the students' learning. She concludes that the 
system has been useful not only to the students but to staff and 
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patients within the clinical environment. 
However, others saw mentoring as more than giving support, thus, 
their mentorship schemes required mentors to have supervising, 
teaching, and asessing roles. Morris et al (1988) looked at their 
mentorship scheme within a Registered Mental Nurse programme, 
suggesting that having a mentor is one way student nurses can 
learn the skills, knowledge and attitudes needed in nursing. They 
identified four key functions for their mentors, namely as a role 
model, facilitator, supervisor and assessor. Evaluation of the 
scheme has shown that the mentors are now more able to describe 
and own their clinical skills, while the students are taking 
control of their learning and actively seeking out mentors for 
support. 
Whereas, Lee (1989) described the introduction of mentorship 
schemes in his school of nursing as being capable of harmonising 
the theory-practice gap and counterbalancing the effects of the 
loss of clinical teachers. The mentor is a role model with an 
overall responsibility to teach, assist and assess the student. 
He believed that the scheme has reduced much of the scant and 
unco-ordinated supervision and teaching in the clinical areas. 
Meanwhile, Turton and Herriot (1989) outlined a mentoring scheme 
designed to develop their qualified nurses before they become 
mentors to their psychiatric student nurses. Newly qualified 
staff nurses have to do a "rotation" course covering all the 
major specialities in caring for mental health clients, to 
acquaint them fully with changes and innovations in mental health 
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nursing. The mentors have to be involved in the ward teaching 
plans and in assessing the students' clinical learning 
objectives. Turton and Herriot (1989) emphasised that the scheme 
has benefited both patients and staff, because the nurses could 
now offer more comprehensive care, a safer working area and a 
better learning environment. 
In spite of the diversity of opinions, it is apparent that 
mentorship does help to improve clinical teaching and learning 
by involving clinically-based staff in a one-to-one relationship 
with students within a supportive environment. Furthermore, it 
is regarded as vital for the success of many nursing programmes. 
However, as seen from the different mentorship schemes operating 
in many of the colleges of nursing, it is not surprising to note 
that the nature of the mentor role has been interpreted in 
different ways. This backed up Morle's (1990: 67) comments that 
it is inevitable that different emphasis is placed upon the 
various facets of the mentoring role within the contexts in which 
mentorship is operational. Indeed, it can be argued that the 
hierachical structure of nursing in the UK mitigates against the 
traditonal type of mentoring relationship (Barlow, 1991), that 
emphasis is placed on short-term mentorship, concentrating mainly 
on the educational needs of the students. Thus, many mentorship 
schemes required mentors to take on the role of supervisor, 
facilitator, teacher and assessor, which to some extent has 
proved quite successful. 
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It has also been suggested that mentorship schemes have been 
developed and adopted by many colleges of nursing without a clear 
terminology or evidence of empirical research. Kennard (1991) 
believed that the conceptual, linguistic and practical 
difficulties associated with mentorship in nursing needed more 
systematic research. He argued that developing mentorship 
programmes "based on assumptions alone is a direct contradition of research-led practice" 
(Kennard, 1991: 40). 
Research Studies On Mentorship: 
Although research studies that have been conducted on mentorship 
in nursing are few and far between, mentoring has maintained its 
popularity as a means of assisting and facilitating the personal 
and professional growth of the mentees. Many of the studies on 
mentorship in nursing have been conducted from the students' 
perspectives, seeking views of their clinical experiences or 
evaluating how effective a mentorship scheme is for them. 
However, there are some studies which looked at mentorship from 
both the students' and mentors' perspectives, and recently there 
have been some conducted from just the mentors' perspectives. 
Some of the main studies with their methodologies and findings 
will be briefly reviewed as follows: 
Darling (1984), one of the pioneers of mentorship in the USA 
developed the "Darling MMP : Measuring Mentoring Potential" 
profile to assess nurses' mentoring potential. Within this 
profile are fourteen key roles that are associated with being 
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"good" mentors, ranging from being a Model, Envisioner, 
Energizer, to that of a Challenger (see Appendix Five). She 
interviewed fifty (50) nurses as part of her group of 150 
individuals to find out about their experiences with mentors. She 
found that nurses are no different from other individuals in what 
they perceived as vital ingredients in an important mentoring 
relationship. It is suggested that the three main requirements 
for a significant mentoring relationship in nursing are 
attraction, action, and affect, which are also present in the 
three basic mentoring roles with the MMP profile. These three 
basic mentoring roles are the Inspirer (attraction), the Investor 
(action), and the Supporter (affect). 
Interestingly, its everyday use in the UK nursing education 
circle has been influenced by its inclusion and definition within 
the ENB's circulars and course guidelines of 1987,1988 and 1989. 
Burnard (1989) also advocates the three basic aspects of the 
mentoring roles for district nursing students. 
Shamian and Lemieux (1984) evaluated a perceptorship scheme in 
a school of nursing in the USA, comparing students taught within 
a preceptorship model (by a member of the nursing staff) with 
those taught using a conventional model (by a member of in- 
service education department). They used a set of two self- 
administered questionnaires to 316 students to collect 
demographical and other contextual information. The first 
questionnaire was completed immediately after a teaching session 
and the second questionnaire was completed three months later. 
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Shamian and Lemieux concluded that while there was no difference 
in knowledge at the first questioning, at the second questioning 
there were significant differences. They suggested that the 
preceptorship model helped 
internalisation of knowledge. 
with the reinforcement and 
Gresley (1986) studied 34 senior baccalaureate student nurses and 
their mentors, with the aim of looking at the effects of 
mentorship in improving the students' self-concept and 
professional role development. Pre and post-test data were 
gathered using the Tennesse Self-concept Scale of Fitts (1965) 
and the Six Dimensional Scale of Nursing Performance by Schwirian 
(1975). The findings from the questionnaires revealed significant 
gains in students' scores when analysed by t-test. Although the 
sample was small, Gresley reported that the mentorship scheme did 
improve students' self-confidence and assist in their skills 
development, and it also enhanced mentors' teaching skills. 
Itano et al (1987) examined the professional and bureaucratic 
role conceptions and role deprivation between preceptorial and 
non-preceptorial students. They used the Corwin's (1961) Nursing 
Role Conception scale, a questionnaire with 22 items rated on a 
Likert-type scale to measure the variables of role conceptions 
and role deprivation. A total of 118 upper division baccalaureate 
students were recruited to the study. The students completed the 
questionnaires over a period of 2 years, during the programme, 
immediately after the programme, and 4 months after graduation. 
They found no significant differences in role conceptions or role 
deprivation between the two groups, and there were no differences 
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in the developmental pattern of role conception and role 
deprivation during the students' two years of nursing education. 
Talarczyk and Milbrandt (1988) explored the role transition from 
student to registered nurse practitioner with 18 senior students 
in their last term of a baccalaurette programme. Each student was 
provided supervised work experience with a registered nurse, the 
"mentor", who assumed the responsibility for role-modelling the 
nursing process for the student. The study lasted 3 months over 
three phases of mentoring - phase 1, direction; phase 2, 
collaboration; and phase 3, guided independence. Questionnaires, 
unstructured interviews, and observations were used to evaluate 
the effectiveness of the programme. The overall result was 
perceived by those who participated as an excellent way of 
preparing the new graduate to assume the responsibilities of 
staff nurse. 
In Canada, Myrick and Awery (1988) carried out a study into the 
effect of preceptorship on the clinical competence of 
baccalaureate student nurses, using a quasi-experimental design 
involving 12 students assigned to two groups. The period under 
study lasted 3 weeks with pre and post-test measurements of 
competence using the Six Dimensional Scale of Nursing Performance 
(Schwirian, 1975). The results from the self-rated questionnaires 
indicated that the experimental group of students found 
significant improvement in all aspects of nursing competence. 
Wright (1990) reported on the processes used to facilitate the 
implementation of a mentored elective placement for final year 
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student nurses in an Australian school of nursing. She used a 
Likert-type scale questionnaire and factor analysis to construct 
a 4-part model of mentorship to evaluate the future potential of 
mentorship in nursing. The four constructs were the quality of 
the relationship, professional role acquisition, socialisation 
into the work role, and a need to promote mentor relationships 
in nursing. Data was collected from both the mentors' and 
mentees' perspectives, and the results were strongly in support 
of a continuation of the mentorship scheme. 
In the UK, Atkins and Williams (1995) reported on a recent 
research study undertaken by the first author, which explored 
registered nurses' experiences of mentoring undergraduate pre- 
registration student nurses. Data was collected through semi- 
structured/focused interviews with twelve mentors, and six 
conceptual categories were identified during data analysis. The 
findings highlighted that mentoring undergraduate nursing 
students was a complex and skilled activity, requiring 
educational preparation, support and recognition for the role. 
The Department of Health has funded the National Foundation for 
Education Research (NFER) to carry out two evaluative studies of 
the Project 2000 programmes as a whole. In addition, the ENB has 
so far intergrated research into mentorship within a series of 
evaluative studies of Project 2000 courses. 
One of the earliest studies commissioned by NFER was by Leonard 





They used interviews with students and designated mentors to 
collect data about the mentoring process, and found that there 
was a lack of conceptual clarity in the meaning and utilisation 
of mentorship. It was reported that the tasks undertaken by the 
mentors included supervision, teaching and assessing competence 
to practice; and they felt unprepared for their assessing and 
teaching functions. There was also little consistency about which 
of these activities were included in mentorship, and the 
effectiveness of mentorship, however defined, was felt to vary 
considerably. 
The other study was undertaken by Jowett et al (1994), a small- 
scale longitudinal study of six of the thirteen first round 
demonstration districts, over a period of four and a half years 
from 1989 to 1993. The aim was to assess the implementation of 
Project 2000 courses and to provide an opportunity to learn from 
the experience of these "first round" districts as they took on 
the task of implementing Project 2000. The main data collection 
was by interviews with educational staff, service managers, 
practitioners and students. The findings suggested that the 
Project 2000 courses asked far more of community staff in terms 
of supervision of students than ever before, and that named 
mentors played a limited role in ensuring that student's 
placement experiences were satisfactory. 
Hallett et al (1993) investigated the provision of learning 
experiences in the community for Project 2000 students over a 
three year period from 1989 to 1992. This study was funded by the 
ENB and was carried out in two phases using exploratory 
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interviews, postal questionnaires and semi-structured interviews 
with students and community staff in three demonstration 
districts. The focus was to explore in some detail the 
experiences of both students and community staff involved in the 
adult branch placements. The findings from both phases suggested 
that the community nurses (health visitors and district nurses) 
required adequate preparation and time to work with the students, 
and they also required effective communication links with 
colleges of nursing in order to ensure an awareness of a 
college's staff expectations. The students, on the other hand, 
expressed that the community was an excellent learning 
environment and that their community placements were some of the 
most useful elements in their course. 
Meanwhile, White et al (1994) also carried out a two stage study 
between 1991 to 1993, using semi-structured interviews with 
students, practitioners and tutors, and case studies of three 
education centres involved in the Adult and Mental Health Nursing 
Branches. Their main aim was to explore the relationships between 
teaching, support, supervision and role-modelling for Project 
2000 students in clinical areas. The findings were mostly common 
to both the Branches - reports suggested that most practitioners 
wished for greater clarification of their different roles and a 
development of their assessment skills. Students commented on 
short placement periods which, when combined with staff sickness 
and holidays, meant that student/practitioner contact was often 
infrequent and superficial. 
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Another study funded by the ENB was carried out by Wilson-Barnett 
et al (1995), to look into the mentorship and clinical support 
arrangements for students in the Adult and Mental Health Nursing 
Branches in three demonstration districts. Interviews and 
observation data were gathered from students and staff, and the 
conclusions showed that the terms "mentorship", "assessor" and 
"supervisor" were used interchangeably and covered diverse roles 
in both clinical and community settings. Generally, staff were 
willing to help students learn from their experience but felt 
unprepared for their roles. Although there were several factors, 
such as poor staffing levels and low staff morale which seemed 
to inhibit students' learning and enjoyment of their placements, 
they were on the whole able to gain much from their experiences. 
Other studies on mentorship have been carried out by nurse 
teachers, as part of their post-graduate dissertations while 
undertaking the Bachelor or Master Degree programmes. Although 
there are a couple of studies which looked at the supervision of 
Project 2000 students from the mentors' perspectives (Jinks & 
Williams, 1994; Rogers, 1995), much of the work tended to 
investigate or explore individual mentorship schemes, mainly from 
their students' perspectives (Baillie, 1993; Marrow & Tatum, 1994; 
Parker & Carlisle, 1996). 
Interestingly, out of the above studies quoted, only two studies 
were conducted within the community settings. Baillie (1993) 
adopted a phenomenological approach to explore the factors 
affecting student nurses, ' learning in their community placements. 
In-depth interviews were carried out with eight Project 2000 
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students who had just completed eight weeks of their community 
placements. While the role of the mentor was found to be crucial 
for their learning, the students also recognised that their own 
approach to the placement could affect their learning as well. 
Although the sample was small, the study gives insight into 
students and community staff experiences of learning in the 
community setting. 
The other study, by Jinks & Williams (1994), investigated the 
effectiveness of an educational strategy for community nurses in 
relationship to their teaching, assessing and mentorship roles 
with Project 2000 students. The sample consisted of only District 
Nurses, and data was collected using a postal questionnaire and 
semi-structured interviews. The findings showed that the District 
Nurses have an overwhelming need for more communication of the 
course curriculum. The District Nurses also felt they needed to 
undertake further formal training to develop their teaching and 
assessing skills. 
The above two studies have in some way provided the context and 
set the scene for the focus of this study. They have highlighted 
issues that need to be looked at from the community nurses' 
perspectives. Now that student nurses are spending longer periods 
in the community, feedback from the community nurses regarding 
their experiences and perceptions of the mentoring role has never 
been more relevant. 
While the nursing education reforms in the UK have elicited much 
support from the profession, all the studies carried out so far 
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have identified a range of similar issues in relation to the 
mentoring of students in the clinical areas. In the words of 
Bysshe (1990: 25) , "the educational value is only as good as the nature of supervision and 
support during each placement. " Although the ENB has tried to do its best 
by providing guidelines for nursing education establishments, 
research evidence of Project 2000 courses suggests that there are 
still several areas in which difficulties are yet to be resolved. 
Despite the formal adoption of mentorship schemes within nursing 
education, there remains an apparent lack of understanding about 
the concept of mentoring and its implications for practitioners 
acting as mentors (Morle, 1990; Anforth, 1992). There is a need for 
greater clarity concerning the concept of mentoring and its 
functions to overcome the many problems encountered. Such issues 
must be addressed, as the need for mentors to meet students' 
clinical learning needs is increasingly seen as vital within the 
framework of Project 2000 courses. 
Shy From The Literature Review: 
From the literature review on mentorship in nursing, the three 
themes explored have higlighted that mentoring is widely embraced 
by the nursing profession as a way of providing support and 
enabling students to learn in the clinical areas. Within the 
theme Phenomenon of Mentorship, much of the debate has concerned 
itself with the meanings and use of the different terms and 
functions given to the role of mentors. Merriam (1983: 171) argued 
that the phenomenon "begs for clarification", while agreement as 
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to what it really means remains a central focus for nursing 
course developers. 
Despite the term having widespread use within the nursing 
profession, there remains considerable confusion and lack of 
conformity regarding the nature of mentorship (Magg, 1994). The 
theme Mentorship in Practice, which explored the many different 
types of mentorship schemes operating within Colleges of Nursing, 
noted that the nature of the mentor role has been broadly 
interpreted within the context in which mentorship has been 
introduced (Morle, 1990). In some Colleges of Nursing, mentors 
have taken on the role of supervisor, facilitator, teacher and 
assessor, which to some extent has proved quite successful in 
providing support for its students. 
However, there is still a large number of anecdotal and non- 
research based accounts of the implementation of mentorship 
schemes which serve to further confuse the already ambiguous 
nature of the concept (Kennard, 1991). Within the theme Research 
on Mentorship, it was found that many of the studies conducted 
to date tended to seek views from the students' perspective, 
either of their clinical experience or of their evaluation of the 
effectiveness of the mentorship scheme. Recently, a few studies 
have been conducted in the UK from the mentors' perspective 
(links & Williams, 1994; Atkins & Williams, 1995; Rogers, 1995). 
These studies have identified similar issues in relation to the 
mentoring of students, for example: the lack of communication 
from the Colleges of Nursing; the lack of time for supervising 
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students and the need for further preparation for the mentor 
role. Furthermore, there are still several areas in which 
difficulties are yet to be resolved, within the mentorship of 
Project 2000 students in particular (Hallett et al, 1993; White 
et al, 1994; Wilson-Barnett et al, 1995). 
The literature review has also indicated that the pattern of 
mentoring student nurses in the UK differs from the traditional 
model of mentorship. As students are being assigned to mentors 
for the duration of their short placements, there are limited 
opportunities for sponsorship and emotional ties. Hence, 
facilitation for students' learning tended to be emphasied above 
other mentoring activities (Burnard, 1990b). 
Project 2000 has been of inestimable value in providing the 
framework through which high quality nurse education can take 
place (Elkan & Robinson, 1995). To achieve the best results, the 
development of mentorship models must be tied to the context 
concerned. A better understanding of what constitutes quality 
mentoring would be valuable in providing better clinical 
experience for our Project 2000 students. 
It is with this theoretical framework in mind that this study 
aims to explore community nurses' experiences and perceptions of 
their mentorship role with Project 2000 students. The next 
Chapter decribes and gives the rationale for the quantitative and 
qualitative methods that were adopted for this study. 
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CHAPTER THREE 
Research Me hodo7ogi 
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CHAPTER IHRE E 
Research Methodologies 
Introduction: 
This chapter discusses the research design and the data 
collection methods adopted for this study. It describes the 
rationale for the research design, the procedures used in the 
planning for and implementation of both the stages of data 
collection, and discusses the methods of analysis of the data 
collected. 
Rationale For The Research Design: 
Change in nursing practice, organisation and education is 
inevitable as new knowledge becomes available and society itself 
changes. It is argued that research has a place in determining 
the direction of change (Cormack, 1991), and there is increasing 
emphasis being placed on research and the development of a unique 
research tradition in nursing (Burns & Grove, 1987). The study of 
nursing and nurses has contributed to the emergent awareness of 
different modes of investigation. While quantitative methods have 
been dominant in the discovery of knowledge in much of medical 
research, it is now accepted that in order to explore the full 
characteristics, nature, and essence of nursing knowledge, it is 
necessary to utilise qualitative methods as well (Leininger, 
1985: 4). Hence, today, nurse researchers are conducting both 
quantitative and qualitative studies that reflect an increasing 
sophistication in data collection methods (Jowett et al, 1994). 
56 
Unquestionably, quantitative and qualitative methods serve 
different purposes and are derived from different paradigms to 
discover knowledge (Leininger, 1985; De Poy & Gitlin, 1994). Cook 
& Reichardt (1979: 21) suggest that quantitative research is 
rooted in "logical positivism", with the goal of generating 
knowledge that is determined and empirical with finite 
relationships between facts and objective reality. The focus of 
quantitative methods is deductive in nature, and the purpose is 
to shed light on causes, determinants or underlying causal 
phenomena. Thus, quantitative research is carried out through the 
use of questionnaires and structured interviews, and its measures 
are precise, parsimonious and can be quickly aggregated for 
computer analysis (Polft & Hungler, 1987). 
In contrast, qualitative research is considered a "soft" science, 
involving an interpretive, artistic, or philosophical approach 
(Burns & Grove, 1987: 36). The goal is to document and interpret 
as fully as possible the totality of the phenomenon being studied 
in particular contexts from the participants' viewpoint (Patton, 
1980). The focus of qualitative methods is frequently inductive 
in nature, and is concerned with identifying the qualitative 
features, characteristics, or attributes that make the phenomenon 
what it is. Data are frequently in the form of words (verbatim) 
which are analysed in terms of individual responses 
(Leininger, 1985). 
To date little research (either quantitative or qualitative) has 
been undertaken on community nurses' experiences and perceptions 
of their mentorship roles within the context of Project 2000. 
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Given the importance placed upon their support in facilitating 
and providing learning opportunities for student nurses in the 
community setting, and the many positive claims made of 
mentorship for nursing education, this study sets out to explore 
and analyse community nurses' experiences and perceptions of 
their mentorship role. 
The aim is to gain further information and understanding of the 
nature of mentorship from their perspectives. Furthermore, it can 
be argued that insights gained from documenting the experiences 
and perceptions of community nurses concerning their mentorship 
role, can contribute to a more realistic formulation of future 
policy for mentorship schemes. It can also lead to the 
development and refinement of theoretical ideas in the field of 
educational innovation for nursing education (King, 1979: 148). 
From this theoretical framework, the writer considered a 
combination of quantitative and qualitative data collection 
methods as most appropriate for providing information relevant 
to the study. The literature suggests that utilizing the two 
methods together can contribute 'to the understanding of different aspects of the 
phenosenon in question' (Bry3an, 1988: 170) . Thus, qualitative methods may be used 
after a quantitative method to elaborate on or to explain a 
statistical relationship (Couchman & Dawson, 1990: 44). Together, 
they would help to illuminate the complexities of the mentoring 
process within the community setting. They would also offer a 
greater prospect of addressing the issues underlying the research 
problem which are familiar to the writer as a community link- 
teacher. 
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According to Carr (1994), neither method is superior to the 
other; quantitative methods facilitate the discovery of 
quantifiable information, and qualitative methods are invaluable 
for the exploration of the subjective experiences of nurses. 
Filstead (1979) believes that the purpose and outcome of each 
research method needs to be understood and used advantageously 
rather than played against each other. When the data collection 
methods are jointly pursued, "greater depth of investigation is possible and such lore 
conplete accounts of social reality can ensue" (Bryaan, 1988: 126). 
Furthermore, while each method has its own potential strengths 
and weaknesses, the essential differences between them are, that 
quantitative methods rely heavily on acquiring data that is 
numerical and can be statistically interpreted; on the other 
hand, qualitative methods are primarily concerned with the in- 
depth study of human phenomena in order to understand their 
nature and the meaning they have for the individuals involved 
(Hunt , 1987) . As rightly commented by Eisner (1988) , "all sethods and all 
forms of representatives are partial, and because they are partial, they livit as well as illuminate what 
through them we are able to experience" (Eisner, 1988: 19). 
Sieber (1982) suggests that the potential for both the methods 
being used in an integrated fashion as part of an investigation, 
can lead to enormous opportunities for mutual advantage in each 
of the major phases of research design, data collection and data 
analysis. The use of two or more methods of data collection in 
a study of some aspect of human behaviour is referred to as 
"triangulation" (Cohen & Manion, 1994: 233). By making use of both 
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quantitative and qualitative data, the richness and complexity 
of human behaviour can be explained more fully. The intent of 
integration is to strengthen the study by "selecting and combining designs and 
methods from both paradigms so that one complements the other to benefit or contribute to an understanding 
of the whole" (De Poy and Gitlin, 1994: 147). 
There are many examples of studies using both quantitative and 
qualitative methods (see for example, Bryman [1988: 127-156]) and 
in my view these clearly demonstrate that the potential 
advantages outweigh the limitations. Other authors like Glaser 
& Strauss (1967), Erickson (1977), Lynch (1983) and Firestone 
(1987) support the idea of using a combination of the two 
research methodologies, arguing that the debate on paradigms and 
methods is dysfunctional, and that taking an extreme view is 
counter-productive. Erickson (1977), for example, points out that 
the greatest benefit of quantitative methods is that they 
facilitate the generalisability of insights derived from 
qualitative data. Whereas, Firestone (1987) suggests that the use 
of established procedures in quantitative research designs will 
lead to more precise and generalisable results, while the rich 
depiction and strategic comparision of cases in qualitative 
research designs will overcome the abstract inherent in 
quantitative studies. As Wiersma (1991: 14) suggests "the distinction 
is not a dichotovy, but a qualitative - quantitative continuui. " 
Since quantitative and qualitative methods often have different 
biases, each can be used to check on and learn from the other 
(Cook & Reichardt, 1979: 21). The aim in this study was therefore, 
to collect data of both a quantitative and qualitative nature to 
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give dimensions of breadth and depth to the findings. It was 
considered that the two methods of data collection would 
complement and supplement one another. The survey questionnaire 
was intended to provide the "breadth", while the semi-structured 
interview would provide the "depth" to the findings. The 
combination of the two methods would enable the validity of the 
data to be considered from constrasting perspectives. 
Seeking Approval And Ethical Considerations: 
Preparatory work for this study commenced with informal talks 
with some teaching colleagues and community nurses, in order to 
gain an insight into the issues from their perspective and to 
confirm that the aims were relevant and feasible. This work was 
necessary to guide the methodologies used to gather data in two 
stages and to seek approval for the study. 
This study was thus planned and conducted within one site of a 
College of Nursing. The selection of only one site rather than 
two was partly due to time and resource constraints, and partly 
due to the aims and nature of the study. Obviously there are 
advantages and disadvantages of using only one site of the 
college. However, as both sites are within the same college and 
working to the same directives, comparisons between them are 
possible. As suggested by Lincoln and Guba (1985) and Sandelowski 
(1986), the "transferability", that is, the probability that the 
findings of the study have meanings to others in similar 
situations can be made possible. 
61 
The advantages of only using one site can be summed up as: 
firstly, the ease of access to the community nurses to collect 
the data required for the study; secondly, the data collected 
will provide information about the present situation of the 
mentorship scheme as it will convey what the community nurses are 
thinking, doing, anticipating and planning at the time; and 
thirdly, the findings could raise useful questions that might be 
asked in the other site of the college, in other situations or 
colleges of nursing. 
Permission was sought and given verbally by the then Principal 
of Bath and Swindon College of Health Studies to go ahead with 
the study. Permission was also sought and given verbally by the 
managers of the community nurses. The research proposal with its 
draft questionnaire and letters to participants were submitted 
to the Local Research Ethics Committee on the 18th May 1995. At 
the meeting held on the 9th June 1995 (see Appendix Six), verbal 
approval was given. Since community nurses were participants, it 
was important that the Health Authority's protocols were adhered 
to. Conceptually, the ethical considerations for using both the 
research methods to collect data are the same; that is, the 
safety and protection of human rights (Burns & Grove, 1987; Ford 
& Reutter, 1990). 
De Vaus (1996) believes that the most obvious way in which 
participants can be harmed in survey research is if the 
confidentiality of responses is not honoured. However, this was 
mainly achieved by using the process of informed consent, whereby 
the participants were informed about the purpose and nature of 
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the study. A pre-survey letter was sent out to all participants 
(see Appendix Seven[a]), and they were assured that their 
responses in both the questionnaire and/or interviews would be 
confidential. It is suggested by De Vaus (1996: 337) that the 
three main reasons for assuring confidentiality are: firstly, to 
improve the quality and honesty of responses; secondly, to 
encourage participation in the study and thus, to improve the 
representativeness of the sample; and thirdly, to protect a 
person's privacy. 
Data Collection: 
1. Survey Ouestionnaire: 
Moser and Kalton (1971: 4) believe that the survey method is "one 
way, and a supremely useful one, of exploring the field, of collecting data around as well as directly on 
the subject of study, so that the problem is brought into focus and the points worth pursuing are 
suggested. " 
In this study, the postal survey questionnaire was used as it is 
"the best fon of survey in an educational enquiry" (Cohen & Hanlon, 1994: 94), and is said to 
be one of the primary measurement devices in survey design 
(Couchuran & Dawson, 1990; Polfit & Hungler, 1993). It was chosen for 
its potential of reaching all the community nurses (100 in total 
number: 40 District Nurses, 42 Health Visitors, and 18 School 
Nurses), in order to gather a broad understanding of 
participants' responses. 
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As the community nurses were based in three localities within 
Swindon (East, West and South), the distribution of the 100 











District Nurse 12 18 10 40 
Health Visitor 14 23 5 42 
School Nurse 7 9 2 18 
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District Nurse 10 9 21 40 
Health Visitor 7 14 21 42 
School Nurse 8 4 6 18 
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Thus, questionnaires can be designed to determine "facts about the subject 
or persons known by the subject; facts about events or situations known by the subject; or 
beliefs, attitudes, opinions, levels of knowledge or intentions of the subject" (Burns & Grove, 1987: 311). 
Some of the strengths of using a questionnaire as identified by 
Treece & Treece (1986: 277) are as follows: 
*questionnaires are less costly and require less time to 
adminster; 
*they offer the possibility of complete anonymity; 
*with the absence of an interviewer, there will be no bias in the 
responses to the questions asked; 
*measurement is enhanced because all participants respond to the 
same questions; 
*analysis and interpretation of data can be easily accomplished. 
However, the researcher is aware of the disadvantages of using 
a questionnaire as a method for collecting data. While it is 
argued that a questionnaire can generate a large amount of 
quantitative data, it can lack the "depth" of coverage and the 
richness of information obtained by a qualitative method such as 
that of an interview (Mann, 1985). For this study, the survey 
questionnaire was used to get the "breadth" of coverage on 
reasonably straight forward questions that are relevant to the 
focus of the study. 
It was also important to bear in mind that when drafting 
questions, one needs to consider the reliability and validity of 
the measurement being used. According to Newell (1993: 99), a 
study can be said to be reliable "if sivilar results would be obtained by others 
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using the same questions and the sane sampling criteria,, and a study can be said to 
have validity "if it actually aeasures what it sets out to ieasure. " 
The questions were designed with the specific aim of the survey 
in mind, which was to gather data on the community nurses' 
perceptions and experiences of their mentorship role with Project 
2000 student nurses. The questionnaire was to be self- 
administered and had the following features: 
*short length, as brief as was consistent with obtaining all the 
required information; 
*clear instructions to guide the respondents; 
*clarity of wording and simplicity of design; 
*contents arranged in such a way as to maximise co-operation. 
It was possible to construct questions relating to the research 
problem and aims, by formulating selected-response items which 
enhanced consistency of response across respondents; and also 
open-ended items which allowed the participant more freedom of 
response, so that information might be revealed that would not 
be forth coming with selected-response items (Cohen & Manion 
1994; De Vaus 1996). The questions were classified as context 
specific (actual practice) and context free (opinions) in 
relation to the characteristics and roles of the community 
nurses. The choice of questions was influenced by literature on 
mentorship in nursing education and by the personal experience 
of the researcher. 
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The questions that the survey was designed to answer were as 
follows: 
1. How do community nurses rank the factors which help or make it 
more difficult for them to carry out their mentoring role? 
(Darling, 1984; Wilson-Barnett et al, 1995). 
2. What are the important attributes/skills required as a mentor? 
(Marriott, 1991; Fowler, 1995) 
3. How do community nurses rank the importance of the attributes/ 
skills necessary for their mentoring role? (Hallett et al, 1995; 
Phillips et al, 1996). 
4. How do community nurses view the many positive opinions given 
to mentors? (Fowler, 1995; Hallett et al, 1996). 
5. How do community nurses perceive their role as mentors? 
(Baillie, 1993; Jinks & Williams, 1994). 
6. Are they well-prepared to fulfil their role? (Marriott, 1991; 
Baillie, 1993). 
7. What factors are perceived to have influenced their role as 
mentors to Project 2000 student nurses? (Darling, 1985; 
Maggs, 1994; Earnshaw, 1995). 
The questionnaire was then piloted amongst a small group of ten 
community nurses, so that any ambiguity in the wording of 
questions could be highlighted and then amended (Oppenheim, 1992). 
The aim of the pilot was to ensure a high level of return and 
valid responses from the community nurses. 
The refined version of the questionnaire was divided into two 
sections with clearer instructions (see Appendix Eight). Section 
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A- Questions 1 to 11, aimed to obtain biographical and career 
information about the respondents. Such information is important 
in that it identifies the individual in terms of classifying 
variables for the analysis (Wiersma 1991). Section B- Questions 
12 to 17, aimed to obtain information relevant to the role of 
being mentor to Project 2000 student nurses. The questions 
required the respondents to rank in order of their importance the 
factors and attributes/skills relevant to the role of being a 
mentor; to indicate the degree to which they agree or disagree 
with the opinion expressed by the fourteen statements on a 5- 
point Likert-type scale; and finally, three open-ended questions 
seeking their perceptions of being a mentor to Project 2000 
student nurses. 
To secure a good response to the survey, the following procedures 
were taken: 
*an identification number was put on every questionnaire to 
enable checking and reminders to be sent if questionnaires were 
not returned on the specified date; 
*a pre-survey letter was sent to all the community nurses 
involved, to inform them briefly of the study and to expect a 
questionnaire within 5-7 days of the letter; 
*each questionnaire was sent out with a covering letter (see 
Appendix Seven[b]) stating the aims of the survey and explaining 
why it was important, this was to help secure the co-operation 
of the participants and to make them feel they were making a 
valuable contribution to the study; 
*it was also stressed in the letter the date by which the 
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questionnaire was to be returned, that confidentiality would be 
maintained and that information provided would only be used in 
the study; 
*an offer of a free copy of the study summary report; 
*all mailings were sent via the college's internal postal system 
straight out to the community nurses' bases, each with a self- 
addressed envelope for returning the questionnaire; 
*a follow-up letter (see Appendix Seven[c]) with another 
questionnaire was sent, for those who had not returned the 
questionnaire a week after the closing date. This was to remind 
the participants of the importance of returning by another set 
date. 
Data Analysis: 
The analysis of the data (n=100 with a 91% return rate): the 
initial task was to reduce the mass of returned data to a form 
suitable for analysis (Cohen & Manion, 1994). All the 
questionnaires were checked/edited to ensure that : all questions 
had been answered, as missing answers can sometimes be cross- 
checked from other parts of the questionnaire or by contacting 
the respondents to supply the missing information; and all 
questions were answered correctly to reduce arithmetical error 
which might otherwise affect the validity of the data. 
Once editing had been carried out and completed, all the answers 
were coded in order to classify them into meaningful categories. 
A coding frame for closed-questions was developed, while the 
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coding frame for the open-questions was devised after the 
completion of the questionnaire in order to accommodate the 
categories of response that it was not possible to determine in 
advance. The purpose of this task was to construct a coding frame 
which suited the respondents' chosen terms of reference as well 
as for the aim of the survey (Robson, 1993). 
Before the set was analysed, it had to be "cleaned", to check 
that the inputted data set was accurately represented and 
recorded. While it was a time-consuming task, it nevertheless 
helped to increase the accuracy and confidence in the data set. 
This action process is said to be essential "to determine the extent of 
missing information, to ensure that the responses have been coded correctly and consistently, and to ensure 
that no errors were *ade in entering the numbers in the computer" (De Poy & Gltlin, 1994: 231). 
Statistical procedures were used to enable the researcher to 
reduce, summarise, organise, evaluate, interpret, and communicate 
numerical information (Polft & Hungler, 1993). For descriptive 
statistics, which are useful for summarising empirical 
information, the preparation of frequency tables is one of the 
main activities in the analysis of survey data. Frequency tables 
are useful in giving simple counts of the number of respondents 
who have given a particular answer to a question. Inferential 
statistical methods were also adopted to reduce errors as well 
as to recognise where the data may have affected overall results. 
Inferential statistics are useful for providing a means for 
drawing conclusions about a population given data obtained from 
a sample (Rogers, 1988). 
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Data was thus coded and analysed using the Statistical Package 
for Social Sciences (SPSS, Version 6.0 (Norinsis, 1993]). Firstly, 
the analysis was carried out to describe the pattern of responses 
of the community nurses in relation to their role as mentors to 
Project 2000 student nurses. Secondly, comparative analyses 
utilizing Mann-Whitney U Test and Kruskal-Wallis One-Way 
Analysis of Variance (for non-parametric statistics) were carried 
out to examine whether or not there were significant differences 
in the pattern of perceptions between the three groups of 
community nurses. See Figure Four (Page 72) for summary of data 
analysis using the SPSS. 
The Mann-Whitney U Test, also known as the Wilcoxon Mann Whitney 
test, is one of the most powerful of the non-parametric tests, 
used to test the likelihood that two independent groups have been 
drawn from the same population. It tests for statistically 
significant differences between the median values of two sets of 
data. The Kruskal-Wallis One-Way Analysis of Variance (ANOVA) is 
a direct extension of the Mann-Whitney U Test, which tests for 
the statistically significant differences in the median values 
of three or more independent groups. Both the tests require data 
measured at ordinal level, whereby an "ordered relationship" 
between persons or objects being measured is established to 











Section A General 1. Descriptive *Descriptive 
Questions 1 to 11 Information 
Section B Perceptions and 1. Descriptive *Descriptive 
Questions 12 to 14 Opinions of Mentoring 2. Cosparative analysis *Mann-Whitney U test 
Between Groups and and Kruskal-Wallis 
Within Groups 1-way ANOVA 
Figure Four: su nýa y or Data Analysis Using Us5 [version 6,0) 
The responses from Questions 15-17 were analysed and discussed 
together with the qualitative data gathered through the semi- 
structured interviews. 
2. The Interview: 
Cormack (1991) suggests that the interview is the most ubiquitous 
means of data collection at our disposal. Part of its attraction 
is that it can be employed in conjunction with other methods in 
a research undertaking. 
For this study, the main aim of the interview was to gather 
descriptive data from the community nurses' perspective. It 
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allows individual informants to comment on their experiences and 
feelings in their own words, which enables the researcher to 
gain insight into how they perceive and interpret their 
nentorship roles with Project 2000 student nurses. 
According to Cannell & Kahn (1968) as cited by Cohen & Manion 
(1994: 271) , the research interview can be defined as "a two- person 
conversation initiated by the interviewer for the specific purpose of obtaining research-relevant 
inforeation. " Its central value is that it allows both parties to 
explore the meaning of the questions and answers involved 
(Brenner et al, 1985). 
Given the greater degree of latitude offered to the interviewer, 
and the need to understand the context and content of the 
interview (May, 1993: 93), a semi-structured interview approach was 
adopted. Being in a face-to-face situation with the informants, 
the role of the interviewer in this instance, is one of gentle 
guidance rather than firm control (Polst & Hungler, 1987). Its 
flexible and adaptable features allow depth of coverage to be 
achieved by providing ample opportunity for the interviewer to 
probe and expand each informant's responses in a way that self- 
administered questionnaires cannot. 
Probing can also maximise the potential for interactive 
opportunities between the informant and the researcher. It helps 
to break down interviewer/informant barriers, to establish a 
sense of rapport, and to reduce tension and the risk of 
socially desirable answers (Patton, 1990; Oppenheim, 1992). As 
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these barriers are removed, the interaction will become more 
intimate; and the information obtained will be more valid and 
meaningful (Field & Morse, 1985). 
With its semi-structured nature, all informants are asked the 
same questions in more or less the same order, so the researcher 
is also confident of getting comparable data across subjects 
(Denzin, 1989; Bogdan & Biklen, 1992). The qualitative data 
gathered would complement and supplement the quantitative data 
collected from the survey questionnaires, to provide them with 
the depth of coverage as well as to illuminate the findings of 
the study. 
A total of twenty (20) community nurses were selected for the 
interview: 7 District Nurses, 10 Health Visitors, and 3 School 
Nurses. The three main factors that the researcher took into 
account in identifying the community nurses to be interviewed 
were as follows: access, time availability and travel 
considerations. They were pragmatically and purposively selected 
from amongst the 100 community nurses used by the college of 
nursing on the Swindon site (Lincoln & Guba, 1985; Patton, 1990). 
As suggested by Miles & Huberman, 1984: 36), qualitative samples 
"tend to be more purposive than random" in order to make sense of the social 
phenomenon under investigation. 
Purposeful selection is based on the characteristics of the 
individuals relevant to the research problem (Wiersma, 1991). The 
informants were selected because of the information they could 
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provide (Streubert & Carpenter, 1995). Such characteristics and 
knowledge are required to increase the researcher's understanding 
of the phenonmena under study (Smith, 1997). 
However, great care was taken to ensure a fair representation of 
all the three groups of community nurses and that all of them had 
been mentors. 
As the community nurses were based in three localities within 
Swindon (East, West and South), the distribution of the 20 
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It is important to remember that staff time is an exceedingly 
precious resource ; it can therefore be quite difficult to make 
definite appointments with community nurses, as they are 
relatively independent and extremely mobile in their work. In 
these circumstances a researcher has to be flexible and be 
willing to meet them at their convenience, thereby increasing the 
likelihood that the interview appointment will be kept (Chenitz 
& Swanson, 1986). 
Two modes of interview were used: fifteen (15) one-to-one and 
two (2) small group interviewees were undertaken over a period 
of four months. The group interviews consisted of 3 District 
Nurses in one group, and 1 Health Visitor and 1 School Nurse in 
the other. Group interviews are a convenient way to accumulate 
the individual knowledge of their members. It is suggested that 
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interactions and group discussions have the potential to yield 
more meaningful understanding than single, independent interviews 
(Bogdan & Biklen, 1992; De Poy & Gitlin, 1994). Brown et al 
(1989: 40) believe that such a strategy can give rise 
"synergistically" to insights and solutions that would not come 
about without them. Thus, group interviews have the advantage of 
being an efficient use of time (Polit & Hungler, 1993), allowing 
interviewees to elaborate and share points raised by their 
colleagues (Brenner et al, 1985), and providing time for 
reflection and recall whilst another person is speaking 
(Patton, 1990). However, the interviewer's role is crucial in 
assuring that all interviewees have their say and that the 
interviewer must strive to ensure consistency in approach across 
the groups (Garbett, 1994). 
An interview schedule with eight open-ended questions was 
prepared and piloted amongst four nursing colleagues to test the 
instrument (Couchuran & Dawson, 1990). The questions were 
descriptive in nature and were designed to be context specific 
(actual practice), to elicit the relevant information. It was 
important to use context specific questions given that for the 
community nurses concerned, mentoring Project 2000 students was 
a new experience for them all. The refined version of the 
interview schedule was also used for the small group interviews, 
to ensure that the main themes remained the central focus of the 
interview (see Appendix Nine : Interview Questions). 
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Thus, the interviews set out to gather more information about the 
community nurses' experiences and perceptions of their mentorship 
role in terms of: 
*their understanding of the concept of mentoring; 
*their role and functions as a mentor in facilitating Project 
2000 student nurses in the community setting; 
*the many positive and constraining factors affecting their 
mentorship roles; 
*the specific issues which need to be addressed in order to 
improve on the present mentorship scheme. 
All the interviews were conducted personally by the researcher, 
each one-to-one interview lasted between 35 to 45 minutes, while 
the small group interviews lasted between 45 minutes to an hour 
each. Each of the interviews took place within the informants, 
workplace, this was to save on loss of precious time travelling 
and looking for parking spaces. Each informant was contacted by 
telephone well in advance and the following matters were 
discussed: 
*aims of the study; 
*purpose of the interview; 
*format of the interview; 
*tape-recording of the interview; 
*suitable time and place for the interview. 
Before each interview began, the room used was always arranged 
in an informal way. A balance was sought, not only to facilitate 
interaction but also to maintain the objectivity of the 
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interview. Good interviews are those in which the informants are 
at ease and talk freely about their points of view (Bogdan & 
Biklen, 1992). Hence, each informant was assured that the 
information given would be treated confidentially (Ford & 
Reutter, 1990). 
Due to the dynamic nature of interviewing and the subtle problems 
of topic control and data interpretation (May, 1991), all the 
interviews were tape-recorded by agreement with the informants. 
Tape-recording was the choice of method as it allowed 
auditability of data collection procedures and provided a 
detailed insight into the performance of both the informant and 
the researcher. Furthermore, access to the nuances of the 
interactions such as, intonations, pauses... helped to validate 
the accuracy and completeness of the information collected. It 
also reduced the potential for interviewer error by recording 
data incorrectly or logging an answer to a question that is not 
asked (Treece & Treece, 1986; Brenner et al, 1987). 
At the end of each interview, an "informal post-interview" was 
maintained. This allowed each informant time to relax with the 
tape-recorder off, and to share thoughts and feelings that they 
were unable to share in the course of the interview 
(Gray, 1994: 70). 
data Analysis: 
The purpose of qualitative data analysis is to code the data so 
that the categories may be recognised, analysed and the behaviour 
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noted (Field & Morse, 1985; Dey, 1993) ; and "to discover and reveal the 
perspectives or world views of people and the meanings they assign to behaviours and experiences" (De Poy 
& Gitlin, 1994: 264). For Strauss (1987: 4), data analysis is synonymous 
with data interpretation, and it takes place at "various levels of 
explicitness, abstraction, and systematization. " Similarly, Bogdan & Biklen 
(1992: 153) stated that analysis involves working with the data 
by "organising them, breaking them into manageable units, synthesizing them, searching for patterns, 
discovering what is important and what is to be learned, and deciding what you will tell others. " 
Whereas, Miles & Huberman (1984: 21-22) identify the following 
three concurrent "flows of activity" involved in the analysis of 
qualitative data: 
*Data reduction - the process of selecting, focusing, simplifing, 
abstracting, and transforming the raw data that appears in the 
written-up fields notes/audio-taped information; 
*Data display - the organised assembly of information using such 
forms as tables, graphs and matrices, as part of the process of 
analysis; 
*Conclusion drawing/verification - involves attaching meaning to 
the findings. The process begins with the initiation of data 
collection and ends with the writing of the final report. 
Thus, after each interview, notes were quickly written down about 
the interview itself; in terms of where the interview took place 
and observations about the informant's reactions to the interview 
as well as the researcher's own role in the interview. Patton 
(1990) suggests that this period of noting down information after 
an interview is a vital part of reflection and elaboration. It 
80 
is "a time of quality control to guarantee that the data obtained will be useful, reliable, and valid" 
(Patton, 1990: 353). 
The data from all the interviews was gathered into a manageable 
format, in a series of transcriptions so that the emerging 
themes, categories and patterns were identified. Thus, the 
process of data analysis involved three main stages. Stage one, 
the tape was replayed as soon as time permitted (usually within 
24 hours) and the data transcribed, noting content and the 
emotional tones of responses. Following the transcribing of each 
interview, the tape was replayed again to check that the 
transcription was accurate. Stage two, a highlighter pen was used 
to mark categories and concepts on each of the transcript. They 
were coded according to the topics addressed. Post-interview 
notes were consulted to clarify responses made by the informants. 
Stage three, categories were then sorted out into respective 
themes in keeping with the areas outlined prior to the 
interviews. The themes helped the researcher to cluster 
information and to discover the meaning intended in what was 
transcribed from the interview tapes (Strauss, 1987). 
"Rigor" in analysing the qualitative data was demonstrated 
through the researcher's attention to and confirmation of 
information discovery. The aim was to "accurately represent what those who have 
studied experience" (Streubert & Carpenter, 1995: 25). In order to confirm the 
"credibility" of the findings; firstly, the researcher invited 
a colleague who is studying for a higher degree to view the 
transcripts, to ensure that the findings reflected the thoughts 
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and feelings of the informants, and not solely the researcher 
(Field & Morse, 1985). Secondly, the researcher returned to two 
participants, to check whether they recognised the findings to 
be true of their experience, and for them to validate that the 
reported findings represented them (Lincoln & Guba, 1985). The 
researcher is aware of the low number of participants contacted, 
but due to time constraints and the nature of the community 
nurses' commitment to their clients and workload, it was not 
possible to get back to all the participants involved in the 
interviews (see Appendix Ten: Two Interview Extracts). 
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In this chapter, the rationale for the research design and the 
use of survey questionnaire and semi-structured interview as two 
methods of data collection were discussed. It was argued that the 
two methods of data collection would complement and supplement 
one another, and provide the necessary quantitative and 
qualitative data relevant to the study. 
The researcher also described the procedures used in the planning 
of the survey questionnaire and interview schedule, and the 
implementation of the methods to gather the relevant information 
for the study. A brief overview was given of how each set of data 
was analysed. The next two chapters will present the analysis of 
the data gathered from the two methods. 
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CHAPTER FOUR 





This chapter presents the findings from the analysis of the data 
gathered from the close-ended questions in the survey 
questionnaires. The analysis of Section A on "General 
Information" of respondents will be descriptive in nature, and 
Section B on "Perceptions and Opinions of Mentoring" will examine 
and discuss the data relevant to the roles of mentor to Project 
2000 student nurses. 
Findings: 
1. Section A: The results of the descriptive analysis in the 
forms of Frequencies and Percentages, of the general responses 
of the respondents. 
Of the 100 survey questionnaires sent out to the community nurses 
based in Swindon, 91 responses were received, a 91% response 
rate, which indicated a strong interest in the study. The 91 
respondents in total were: 35(38.5%) District Nurses, 40(44.0%) 
Health Visitors, and 16(17.6%) School Nurses. See Pie Chart for 
distribution of respondents by Job Titles (Figure Five). 
Of the total respondents, 53(58.2%) were in full-time posts and 
38(41.8%) were in part-time posts. However, all 16 School Nurses 
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were part-timers, working school term times. See Bar Chart for 







Figure Five: Distribution Of Respondents by Job Titles 
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Figure Six: Distribution of Respondents by Posts 
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In terms of years in service: 69 respondents have worked over 
five years in the community and 22 respondents have worked up to 
five years in the community. See Bar Chart for distribution of 





Figure Seven: Distribution of Respondents by Years in Service 
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As for the responsibility of caseloads: 30 respondents carried 
a caseload of 50 to 100 clients/families, 7 respondents carried 
a caseload of 101 to 150 clients/families, 11 respondents carried 
a caseload of 151 to 250 clients/families, and 43 respondents 
carried a caseload of 251 and over clients/families. See Bar 
Chart for distribution of respondents by Caseloads and Job Titles 
(Figure Eight). 
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Figure Eight: Distribution of Respondents by Caseloads of Clients/Families 
Health Visitors and School Nurses tended to have higher caseloads 
in terms of visiting young babies/toddlers and school-age 
children. While District Nurses have lighter caseloads, they have 
a heavier workload with hand-on practices and most of their 
clients are in the older age-groups. 
As for the professional qualifications of respondents: all the 
91 respondents are Registered General Nurses (RGNs), with 25 of 
them also having the post-registration Midwifery Certificate or 
Diploma. The 40 Health Visitors have the Registered Health 
Visitor (RHV) qualification, which is a requirement to practice 
as a health visitor. Whereas, of the 35 District Nurses, 31 have 
the District Nursing Certificate/Diploma and the other 4 are 
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50 t0 100 101 to 150 1,251 and or 
either on the Community nursing course or awaiting to go on the 
course. It is the same with the School Nurses; of the 16 School 
Nurses, 11 have the School Nurse Certificate/Diploma and the 
other 5 are either on the Community nursing course or awaiting 
to go on the course. 
An important issues for the community nurses is their continuing 
professional development. Of the 91 respondents; 17 already have 
a Degree in Nursing, Social Sciences or other relevant subject, 
and 10 have a Diploma in Nursing. A further 17 respondents are 
currently engaged in professional studies; 7 doing Degree courses 
with 10 other doing short courses related to their jobs. Also, 
40 respondents (inclusive of the 17 who have had a first Degree 
or the Diploma in Nursing) intended to do further studies in the 
future. The 34 respondents who said that they were not going to 
do any further studies, gave their reasons as follows: 9 were in 
new posts, 10 working part-time only, 5 were retiring in the next 
few years, 4 gave personal reasons/circumstances, 3 said that 
there was a lack of suitable courses, and 3 said that their 
workload constrained them. 
Many of the respondents have also attended a teaching and 
assessing course; a total of 42 respondents have attended courses 
such as: City & Guilds 7307 (Further and Adult Education Teaching 
Certificate [FAETC]), English National Board 998 (Teaching and 
Assessing in Clinical Practice), and Community Practice Teaching 
Certificate. These courses are all relevant for teaching and 
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assessing students on their community placements. As commented 
by Ogier (1989), to be effective nurse educators in the clinical 
area qualified practitioners must be appropriately prepared. See 
Bar Chart below for distribution of respondents who attended a 










Figure Nine: Distribution of Respondents who attended a Teaching and Assessing Course 
Furthermore, the preparation of qualified practitioners was 
considered essential to narrow the theory-practice gap, and to 
cope with the types of experience and learning outcomes within 
the student's community placement (Armitage & Burnard, 1991). To 
date, 83 respondents have attended the two day workshop for the 
preparation of mentors to facilitate Project 2000 student nurses. 
See Bar Chart for distribution of respondents who have attended 
Preparation Sessions (Figure Ten). All these respondents have 
mentored students on the Common Foundation Programme (CFP) and 
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Students facilitated to date: 21 respondents have facilitated 1 
to 3 students, 42 respondents have facilitated 4 to 6 students, 
11 respondents have facilitated 7 to 9 students, and 8 have 
facilitated 10 or more students. The other 9 respondents have so 
far not had to facilitate Project 2000 students , either because 
they are new to the post or they are supervising other students 
on the community nursing course (student District Nurses, Health 
Vistors or School Nurses). See Bar Chart for distribution of 
Students Facilitated by Respondents (Figure Eleven). 
Of all the students mentored to date: 78 students were from the 
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Figure Eleven: Distribution of Students Facilitated by Res npýents 
From the analysis of the survey questionnaire; it can be seen 
that the community nurses as a group of professionals, are 
composed of very diverse characters in terms of their 
biographical and career status. They have much expertise and 
experience to offer our Project 2000 student nurses on their 
community placements. The majority of them have also been 
mentors to our Project 2000 student nurses and will continue to 
do so for the College. 
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Findings: 
2. Section B: The findings are presented as follows - 
*The results of the descriptive analysis (Frequencies and 
Percentages) of the general pattern of responses of the 
respondents. 
*The results of the comparative analysis using Mann-Whitney U- 
Test and Kruskal-Wallis 1-Way ANOVA to examine the differences 
in the collective perceptions and opinions between the three 
groups of community nurses. 
The detailed distributions of the rankings and ratings of 
Questions 12 to 14 are shown in Appendix Eleven, and Charts 
displaying results of significant differences (SPSS, Version 6.0) 
are shown in Appendix Twelve. 
Rankings of Positive Factors (Question 12a): Respondents were 
asked to rank in order of importance ten positive factors derived 
from the literature and which might be assumed to have helped 
them to carry out their mentoring role well. A frequency 
distribution analysis of the rankings on the criterion of the 
level of importance placed on the ten factors which helped the 
respondents in carrying out their mentoring role is presented in 
Table Five. 
The table shows that the concentration of the rankings for 
Factors 1,2 and 5 were in the higher categories of importance 
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*(1,2,3). Respondents perceived that "Tim© for planning and 
preparation" (62%, n=56); "Time for working with students" 
(58%, n=53); and "Being motivated" (45%, n=41), were positive 
factors which helped them with their mentoring role. 
factors that helped respondents to 










1. Time for planning & preparation 622 (56) 271 (25) lit (10) 
2. Time for working with students 581 (53) 311 (28) 11% (10) 
3. Time for feedback & reflection 231 (21) 481 (44) 292 (26) 
4. A reduced client caseload 71 (6) 161 (15) 771 (70) 
5. Being motivated 451 (41) 341 (31) 21% (19) 
6. Being confident 201 (18) 421 (38) 381 (35) 
7. Ability to teach 261 (24) 501 (45) 242 (22) 
8. Knowledge of the course structure 251 (23) 45% (41) 301 (27) 
9. Knowledge of assessment documents 81 (7) 571 (52) 351 (32) 
10. Knowledge of the stage of each 
IL student's experience 
261 (24) 502 (45) 241 (22) 
n=91, rlgures in nracxers are n= responaents. 
t obere Ranking 1,2,3 = most important; 4,5,6,7 = important; 8,9,10 = least irportant. 
Table live: Rankings of Level of Inoortance (Question 12a1 
The concentration of the rankings for Factors 3,6,7,8,9 and 10 
were in the middle categories of importance *(4,5,6,7). Between 
42% to 57% of respondents perceived that these positive factors 
were important in helping them with their mentoring role, but not 
as important as Factors 1,2 and 5 mentioned above. Indeed, these 
six factors are an asset for mentors, particularly, in relation 
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to their teaching and assessing roles with students in the 
community settings. 
However, Factor 9 "Knowledge of assessment document" was ranked 
highest by the largest number of respondents (n=52,57%), which 
has implications for assessing students' learning within 
placements. 
surprisingly, for Factor 4 "A reduced client caseload", 
respondents' views were polarised. Although a total of 23% (n=21) 
respondents ranked it as the most important/important factor, 77% 
(n=70) of respondents ranked it as the least important positive 
factor which helped them to carry out their mentoring role well. 
Comparative analysis using Mann-Whitney U-Test and Kruskal- 
Wallis 1-Way ANOVA of the ranking between the three groups of 
respondents in respect of the 10 factors which helped them to 
carry out their mentoring role is presented in Table Six. 
The results of the Mann-Whitney U-Test showed no significant 
difference in the pattern of ranking between the District Nurses 
and Health Visitors, and between the Health Visitors and School 
Nurses. However, a significant difference of 0.0081 at p<. Ol was 
observed in respect of Factor 1, "Time for planning and 
preparation" between the District Nurses and School Nurses. The 
School Nurses placed greater significance (Mean Rank: 18.00) on 
this factor than the District Nurses (Mean Rank: 29.66). 
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factors that helped respondents to 
carry out their nentoring role well 
District Nurse 
i 
Health Visitor * 
District Nurse 
i 
School Nurse * 
Health Visitor 
i 
School Nurse * 
District Nurse 
Health Visitor 
School Nurse it 
1. Tine for planning i preparation NS S NS S 
2. The for working with students NS NS NS NS 
3. Tioe for feedback & reflection NS NS NS NS 
4. A reduced client caseload NS NS NS NS 
5. Being activated NS NS NS NS 
6. Being confident NS NS NS NS 
7. Ability to teach NS NS NS NS 
8. Knowledge of the course structure NS NS NS NS 
9. Knowledge of assessaent docuaent NS NS NS NS 
10. Knowledge of the stage of each 
student's experience 
NS NS NS NS 
t Nano-wautney u-rest ** xrusxal-wailis i-Nay Mauve 
is = lot Significant, S= Significant (Level of Significance at 0.05 or 51) 
Table Six: Rankings of Level of Igportance -_Conparison between groups and within q oý 
The results of the Kruskal-Wallis 1-Way ANOVA also showed that 
a significant difference was observed in respect of Factor 1. A 
Chi-Square value of 7.5049 with two degrees of freedom (2DF) and 
significance of 0.0235 at p<. 05, indicated a difference in the 
pattern of ranking from the three groups of respondents. The 
School Nurses (Mean Rank: 33.03) placed greater importance to 
"Time for planning and preparation" compared with the Health 
Visitors (Mean Rank: 44.22) or the District Nurses (Mean Rank: 
53.96). 
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Based on the responses by the respondents, the overall ranking 
in order of importance for the ten positive factors is as 
follows: 
1. Time for planning and preparation 
2. Time for working with students 
3. Knowledge of assessment documents 
4. Knowledge of the stage of each student's experience 
4. Ability to teach 
5. Time for feedback and reflection 
6. Knowledge of the course structure 
6. Being motivated 
7. Being confident 
8. A reduced client caseload. 
Rankings of Negative Factors (Question 12b): Respondents were 
asked to rank in order of their importance ten negative factors 
derived from the literature and which might be assumed to have 
made it more difficult for them to mentor students. A frequency 
distribution analysis of the rankings on the criterion of the 
level of importance placed on the ten factors which made it more 
difficult for the respondents to mentor students is presented in 
Table Seven. 
The table showed that the concentration of the rankings for 
Factors 1 and 2 were in the higher categories of importance 
*(l, 2,3). Respondents perceived that "Lack of time for planning" 
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(66%, n=60) and "Lack of time for working with students" 
(59%, n=54) were negative factors which make it difficult for them 
to mentor students. 
factors that make it more difficult for 










1. Lack of time for planning 661 (60) 251 (23) 9% (8) 
2. Lack of time for working with students 591 (54) 341 (31) 7% (6) 
3. Lack of time for feedback and reflection 401 (37) 501 (45) 101 (9) 
4. Lack of communication from the College 131 (12) 611 (55) 261 (24) 
5. Too much paperwork 221 (20) 612 (55) 171 (16) 
6. Having other students 281 (25) 368 (33) 362 (33) 
7. Staff shortages 281 (25) 471 (43) 251 (23) 
8. Xaintaining regular client caseload 221 (20) 421 (38) 361 (33) 
9. Lack of student's motivation 122 (11) 291 (26) 591 (54) 
10. Students' transport problem 101 (9) 161 (15) 741 (67) 
c91, nlgures in Draciers are n= responaents. 
f where Ranking 1,2,3 = lost iaportant; 4,5,6,7 = iaportant; 8,9,10 = least inportant. 
Table Seven: Rankings of Level of IL rtpo ance (Question 12b) 
The concentration of the rankings for Factors 3,4,5,6,7 and 8 
were in the middle categories of importance *(4,5,6,7). 
Respondents perceived that Factor 4 "Lack of communication from 
the College" (61%, n=55) and Factor 5 "Too much paperwork" 
(61%, n=55) were negative factors which made it difficult for them 
to mentor students. However, Factor 6 "Having other students" was 
also equally perceived as least important (36%, n=33). 
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The last two Factors, 9 and 10 were ranked in the lower 
categories of importance *(8,9,10). Respondents perceived that 
"Lack of student's motivation" (59%, n=54) and "Students" 
transport problem" (74%, n=67) were the least important negative 
factors which make it difficult for them to mentor students. It 
was encouraging to find that the above community nurses have 
revealed positive views of students, as these views have an 
impact on mentor-mentee relationships within the placements. 
Comparative analysis using Mann-Whitney U-Test and Kruskal- 
Wallis 1-Way ANOVA of the rankings between the three groups of 
respondents in respect of the 10 factors which make it more 
difficult for them to mentor students is presented in Table Eight 
(Page 101). 
The results of the Mann-Whitney U-Test showed a significant 
difference in the pattern of ranking between the District Nurses 
and Health Visitors on only one factor. A significant difference 
of 0.0415 at p<. 05 was observed in respect of Factor 1, "Lack of 
time for planning". The Health Visitors placed greater 
significance (Mean Rank: 33.28) on this factor than the District 
Nurses (Mean Rank: 43.40). 
However, there were more significant differences being observed 
between the District Nurses and School Nurses, and the Health 
Visitors and School Nurses. Between the District Nurses and 
School Nurses, significant differences were observed in respect 
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of Factor 1(0.0061 at p<. 01), the School Nurses (Mean Rank: 
17.72) ranked "Lack of time for planning" higher than the 
District Nurses (Mean Rank: 29.79); Factor 3 (0.0108 at p<. 05), 
the School Nurse (Mean Rank: 18.25) ranked "Lack of time for 
feedback and reflection" higher than the District Nurses (Mean 
Rank: 29.54) ; Factor 6 (0.0318 at p<. 05), the District Nurses 
(Mean Rank: 23.01) ranked "Having other students" higher than the 
School Nurses (Mean Rank: 32.53) ; and Factor 7 (0.0001 at p<. 01) , 
the District Nurses (Mean Rank: 20.37) ranked "Staff shortages" 
higher than the School Nurses (Mean Rank: 38.31). 
Whereas, between the Health Visitors and School Nurses, 
significant differences were observed in respect of Factor 6 
(0.0043 at p<. 01), the Health Visitors (Mean Rank: 24.60) ranked 
"Having other students" higher than the School Nurses (Mean Rank: 
38.25); Factor 7 (0.0010 at p<. 01), the Health Visitors (Mean 
Rank: 24.02) ranked "Staff shortages" higher than the School 
Nurses (Mean Rank: 39.69); and Factor 10 (0.0381 at p<. 05), the 
School Nurses (Mean Rank: 22.00) ranked "Students" transport 
problem" higher than the Health Visitors (Mean Rank: 31.10). 
The results of the Kruskal-Wallis 1-Way ANOVA also showed 
significant differences were observed in respect of Factors 1, 
3,6 and 7. For Factor 1, a Chi-Square value of 9.7724 with two 
degrees of freedom (2DF) and a significance of 0.0076 at p<. 01 
indicated a difference in the pattern of ranking from the three 
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groups of respondents. The School Nurses (Mean Rank: 31.41) 
placed greater importance on "Lack of time for planning" compared 
with the Health Visitors (Mean Rank: 43.80) or the District 
Nurses (Mean Rank: 55.19). This was the same for Factor 3, where 
a Chi-Square value of 7.3699 with two degrees of freedom (2DF) 
and a significance of 0.0251 at p<. 05 indicated that the School 
Nurses (Mean Rank: 33.72) placed greater importance on "Lack of 
time for feedback and reflection" compared with the Health 
Visitor (Mean Rank: 43.72) or the District Nurses (Mean Rank: 
54.21). 
Whereas, for Factor 6, a Chi-Square value of 8.0003 with two 
degrees of freedom (2DF) and a significance of 0.0183 at p<. 05 
showed that the Health Visitors (Mean Rank: 40.49) placed greater 
importance on "Having other students" compared with the District 
Nurses (Mean Rank: 44.86) or the School Nurses (Mean Rank: 
62.28). As for Factor 7, a Chi-Square value of 18.0951 with two 
degrees of freedom (2DF) and a significance of 0.0001 at p<. 01 
showed that the District Nurses (Mean Rank: 35.84) placed greater 
importance on "Staff shortages" compared with the Health Visitors 
(Mean Rank: 45.49) or the School Nurses (Mean Rank: 69.50). 
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factors that make it more difficult for 






School Nurse * 
Health Visitor 
i 
School Nurse * 
District Nurse 
Health Visitor 
School Nurse it 
1. Lack of time for planning S S NS S 
2. Lack of time for working with students NS NS NS NS 
3. Lack of time for feedback and reflection NS S NS S 
4. Lack of communication fron the College NS NS NS NS 
5. Too much paperwork NS NS NS is 
6. Having other students NS S S S 
7. Staff shortages NS S S S 
8. Maintaining regular client NS NS NS NS 
9. Lack of student's motivation NS HS NS NS 
10. Students' transport problem NS HS S NS 
t Jlann-w! Utney U-Test its nuSRa1-wams 1-way u+ova 
IS = Not Significant, S= Significant (Level of Significance at 0.05 or 5%) 
Table Eight: Rankings of Level of Irportance - Cotparison between glo and within g 
Based on the responses by the respondents, the overall ranking 
in order of importance for the ten negative factors is as 
follows: 
1. Lack of time for planning 
2. Lack of communication from the College 
2. Too much paperwork 
3. Lack of time for working with students 
4. Lack of time for feedback and reflection 
5. Staff shortages 
6. Maintaining a regular client caseload 
7. Having other students 
B. Lack of student's motivation 
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9. Students' transport problem. 
Rankings of Attributes/Skills (Question 13): Respondents were 
asked to rank in order of their importance the five sets of 
attributes/skills which are deemed to be essential requirements 
for a mentor. A frequency distribution analysis of the rankings 
on the level of importance being placed on the attributes/skills 
which are deemed to be essential requirements for a mentor is 
presented in Table Nine. 
The table showed that under the attributes/skills of "A Wide 
Knowledge Base"; a total of 86% (n=78) and 80% (n=73) respondents 
respectively perceived that having "Relevant knowledge of current 
practice" and "Ability to relate theory to practice" were the 
most important/important attributes/skills required as mentors. 
Whereas, for "Knowledge of course structure", respondents' views 
were polarised. Although a total of 34% (n=31) respondents 
indicated that it was most important/important, 66% (n=60) of the 
respondents indicated that it was a least important requirement. 
it is interesting to note that while "Knowledge of the course 
structure" was perceived as an important factor which helped 
respondents to carry out their mentoring role well (page 71), it 
was not seen as an imporant attribute/skill for the mentor to 
have. 
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A. A Wide Knowledge Base: 
1. Relevant knowledge of current practice 522 (47) 341 (31) 141 (13) 
2. Ability to relate theory to practice 251 (23) 551 (50) 201 (18) 
3. Knowledge of course structure 231 (21) lit (10) 661 (60) 
B. Teaching Skills; 
1. Aware of student's knowledge & experience 381 (34) 261 (24) 361 (33) 
2. Aware of specific objectives of lesson 181 (17) 411 (37) 411 (37) 
3. Ability to connunicate & deaonstrate 442 (40) 331 (30) 231 (21) 
C. Assessing Skills: 
1. Understand the assessment documents 401 (36) lit (10) 491 (45) 
2. Ability to be non-judgemental 312 (28) 421 (38) 271 (25) 
3. Give constructive feedback 301 (27) 471 (43) 231 (21) 
D. Supporting And Helping Skills: 
1. Understand the demands of the course 231 (21) 201 (18) 571 (52) 
2. Be approachable 60% (55) 281 (25) 121 (11) 
3. Be prepared to listen and counsel 161 (15) 54% (49) 301 (27) 
B. > eaent Skills: 
1. Organisational ability 301 (27) 55% (50) 151 (14) 
2. Good coaaunication skills 591 (54) 341 (31) 72 (6) LLM: 
Ility to lead 121 (11) lit (10) 771 (70) 
n41, rigures in oracaets are n= responaents. 
* where Ranking 1= cost inportant; 2: i]portant; 3= least iaportant 
Table line: Rankings of Level of Inportance (Question 131 
In respect of the attributes/skills "Teaching Skills", the 
ranking for all the three requirements was quite complex. For 
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Statement "Aware of student's knowledge & experience"; although 
a total of 64% (n=58) respondents perceived that it was a most 
important/important attribute/skill to have, over a third of 
respondents (36%, n=33) perceived it as a least important 
requirement. Conversely, for Statement "Aware of specific 
objectives of lesson"; while a total of 59% (n=54) respondents 
indicated that it was most important/important, only 18% (n=17) 
of respondents actually rated it as most important. However, a 
total of 77% (n=70) respondents indicated that "Ability to 
communicate & demonstrate" was a most important/important 
requirement. 
Under the attributes/skills of "Assessing Skills", the Statement 
"Understand the assessment documents" was perceived by 49% (n=45) 
of respondents as least important. Whereas, for Statements 
"Ability to be non-judgemental" and "Give constructive feedback", 
a total of 73% (n=66) and 77% (n=70) respondents respectively 
rated them as most important/important requirements. Indeed, 
these two attributes/skills are an asset for mentors to have, 
which acknowledged the respondents' ability to value openness and 
interest in the students. 
In respect of the attributes/skills "Supporting & helping 
skills", respondents' views were polarised for Statements 1 and 
2. While 23% (n=21) of respondents ranked "Understand the demands 
of the course" as a most important requirement, 57% (n=52) of 
respondents indicated that it was the least important requirement 
to have. However, a total of 88% (n=77) respondents ranked "Be 
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approachable" as a most important/important requirement. For the 
statement "Be prepared to listen & counsel"; although a total of 
70% (n=64) respondents ranked it as most important/important, 
only 16% (n=15) of respondents actually indicated it as a most 
important requirement. 
Finally, as for the attributes/skills "Management skills", a 
total of 85% (n=77) and 93% (n=85) respondents respectively rated 
"Organisational skills" and "Good communication skills" as most 
important/important requirements to have. Such attributes/skills 
were perceived as necessary for mentors to have, and were valued 
by both mentors and students for encouraging and supporting 
student learning in placements. Conversely, 77% (n=70) of 
respondents rated "Ability to lead" as the least important 
requirement to have. 
Comparative analysis using Mann-Whitney U-Test and Kruskal-Wallis 
1-Way ANOVA of the rankings between the three groups of 
respondents in respect of the attributes/skills which are deemed 
to be essential requirements for a mentor is presented in Table 
Ten (Page 108). 
The results of the Mann-Whitney U-Test showed no significant 
difference in the pattern of ranking between the District Nurses 
and School Nurses. However, between the District Nurses and 
Health Visitors, significant differences were observed in three 
Statements. Under the attributes/skills of "Supporting & helping 
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skills"; a significant difference of 0.0281 at p<. 05 was observed 
for Statement 1 "Understand the demands of the course", the 
District Nurses (Mean Rank: 32.74) ranked this higher than the 
Health Visitors (Mean Rank: 42.60). In respect of the 
attributes/skills "Management skills"; significant differences 
were observed for Statement 1 "Organisational skills" (0.0003 at 
p<. 01), the District Nurses (Mean Rank: 29.39) ranked this higher 
than the Health Visitors (Mean Rank: 45.54); and Statement 2 
"Good communication skill" (0.000 at p<. 01), the Health Visitors 
(Mean Rank: 28.70) ranked this higher than the District Nurses 
(Mean Rank: 48.63). 
Significant differences in the pattern of ranking were also 
observed between the Health Visitors and School Nurses. Under the 
attributes/skills of "Management skills"; significant differences 
were noted for Statement 1 "Organisational skills" (0.0321 at 
p<. 05), the School Nurses (Mean Rank: 22.31) ranked this higher 
than the Health Visitors (Mean Rank: 30.98); and Statement 2 
"Good communication skills" (0.0199 at p<. 05), the Health 
Visitors (Mean Rank: 26.14) ranked this higher than the School 
Nurses (Mean Rank: 34.41). 
The results of the Kruskal-Wallis 1-Way ANOVA indicated only 
significant differences in the pattern of ranking in respect of 
the attributes/skills "Management skills". For Statement 1, a 
Chi-Square value of 13.3855 with two degrees of freedom (2DF) and 
a significance of 0.0012 at p<. Ol showed that the District Nurses 
106 
(Mean Rank: 36.36) placed greater importance on "Organisational 
skills" compared with the School Nurses (Mean Rank: 42.06) or the 
Health Visitors (Mean Rank: 56.01). As for Statement 2, A Chi- 
Square value of 20.5412 with two degrees of freedom (2DF) and a 
significance of 0.0000 at p<. 01 showed that the Health Visitors 
(Mean Rank: 34.34) placed greater importance on "Good 
communication skills" compared with the School Nurses (Mean Rank: 
48.41) or the District Nurses (mean Rank: 58.23). 
Based on the responses by the respondents, the overall ranking 
in order of importance for the fifteen attributes/skills is as 
follows: 
1. Be approachable 
2. Good communication skills 
3. Ability to relate theory to practice 
3. Organisational skills 
4. Be prepared to listen and counsel 
5. Relevant knowledge of current practice 
6. Give constructive feedback 
7. Ability to communicate and demonstrate 
8. Ability to be non-judgemental 
9. Aware of specific objectives of lesson 
10. Understand the assessment documents 
11. Aware of student's knowledge and experience 
12. Knowledge of course structure 
12. Understand the demands of the course 
13. Ability to lead. 
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Health Visitor * 
District Nurse 
& 
School Nurse * 
Health Visitor 
& 
School Nurse * 
District Nurse 
Health Visitor 
School Nurse ++ 
1. A Wide Knowledge Basel. 
Relevant knowledge of current practice NS HS is is 
1. Ability to relate theory to practice NS NS is NS 
3. Knowledge of course structure NS NS is NS 
B. Teaching Skills: 
1. Aware of student's knowledge & experience HS HS HS NS 
2. Aware of specific objectives of lesson NS NS is NS 
3. Ability to connunicate & denonstrate NS HS NS HS 
C. Assessing skills: 
1. Understand the assessment documents HS HS is is 
2. Ability to be non-judgemental NS NS is NS 
3. Give constructive feedback HS NS NS HS 
D. $ rting And Helping Skills: 
1. Understand the demands of the course S HS HS is 
2. Be approachable NS HS NS HS 
3. Be prepared to listen and counsel NS is HS is 
B. Manageaent Skills: 
I. Organisational skills S NS S S 
2. Good conaunication skills S KS S S 
3. Ability to lead HS is HS NS 
+ flan-Whitney U-Test !! Kruskal-Wallis 1-Way ANOVA 
IS = Sot Significant, S= Significant (Level of Significance at 0.05 Or 5%) 
Table Ten: Rankings of Level of Importance - Comparison between croups and withinups 
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Ratings of Opinions Given to Mentor (Question 14): Using Likert 
response scales, respondents were asked to indicate the extent 
to which they agreed or disagreed with the fourteen Statements 
about the opinions given to mentors. A Frequency Distribution 
Analysis of the extent to which respondents agreed or disagreed 
with statements about the opinions given to mentors is presented 
in Table Eleven below. 
Opinions given to mentors Strongly Agree 
or Agree *1,2 
Neutral *3 Strongly Disagree 
or Disagree t4,5 
1. A role tiodel for the students 881 (80) 9% (8) 31 (3) 
2. Values students as individuals 100% (91) / / 
3. Displays empathy with students 911 (83) 81 (7) it (1) 
4. Provides motional support 781 (71) 201 (18) 2% (2) 
S. Gives confidence to the students 981 (89) 2% (2) / 
6. Displays patience for students 991 (90) it (1) / 
7. Fording a relaxed relationship 891 (81) 8% (7) 3% (3) 
8. Negotiates learning experiences 911 (88) 32 (3) / 
9. Provides constructive criticisas 96% (87) 3% (3) it (1) 
10. Gives tine for reflection 991 (90) / lt (1) 
11. Accepts student's viewpoints 901 (82) 8% (7) 2% (2) 
12. Interested and positive 991 (90) it (1) / 
13. Enthusiastic and aotivated 1001 (91) / / 
14. A resourceful person 952 (86) 5% (5) / 
Average total percentage (1) 941 (85) 5% (5) 1% (1) 
n= 91, rlgures in Ducats are n= responaents. 
* Where Rating 1s2 = Strongly agree/Agree; 3= Neutral; 4,5= Strongly Disagree/Disagree. 
Table Eleven: Ratings of opinions given to nentors (Question 141 
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The concentration of the ratings were in the strongly agree or 
agree column, with a majority of respondents (average total: 
94%, n=85) in agreement with all the 14 Statements of opinions 
given to mentors. There was an average total of 5% (n=5) 
respondents who indicated that they were not sure of the opinions 
given to mentors; with 20% (n=18) of respondents rating neutral 
to Statement 4 "Providing emotional support". Overall, only an 
average of 1% (n=1) of respondents were not in agreement with the 
opinions given to mentors. 
Statements 2,6,10,12 and 13 which could fall into the category 
of "Features of being a mentor" produced a very high rate of 
agreement (99 - 100%). The Statements with the largest proportion 
of respondents (100%) were Statement 2 "Values students as 
individuals" and Statement 13 "Enthusiastic and motivated". 
Whereas, Statements 5,8,9 and 14 which could fall into the 
category of "Features of a mentor providing clinical support" 
also produced a high rate of agreement (95 - 98%). There was a 
difference of only 1% between all four Statements, and they were 
perceived to be important elements of the mentoring process in 
supporting student learning in placements. 
However, Statements 1,3,4,7 and 11 which could fall into the 
category of "Features of a mentor providing social support" 
produced a sightly lower rate of agreement (78 - 91%). The 
Statement with a considerably lower level of agreement (78%) was 
Statement 4 "Provides emotional support". Thus, Statements which 
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fell into the first two categories were viewed by respondents as 
important features of mentoring, while the third category 
"Features of a mentor providing social support" was seen as less 
important. 
Comparative analysis using Mann-Whitney U-Test and Kruskal- 
Wallis 1-Way ANOVA of the ratings between the three groups of 
respondents in respect of the opinions given to mentors is 
presented in Table Twelve below. 
opinions given to mentors District Nurse 
i 
Health Visitor * 
District Nurses 
i 
School Nurse ! 
Health Visitor 
& 




1. A role model for the students HS NS NS is 
2. Values students as individuals HS HS NS HS 
3. Displays empathy with students NS HS HS NS 
4. Provides emotional support NS NS HS NS 
5. Gives confidence to the students HS HS NS is 
6. Displays patience for students HS HS NS HS 
7. Posing a relaxed relationship NS HS S S 
8. Negotiates learning experiences HS HS HS HS 
9. Provides constructive criticisms is HS is is 
10. Gives time for reflection HS NS HS is 
11. Accepts student's viewpoints Hs NS HS HS 
12. Interested and positive HS NS HS NS 
13. Enthusiastic and motivated HS NS HS 8S 
14. Il resourceful person NS HS HS HS 
t NaM-wn1Lney u--rest -, lrrusxal-wams 1-way anuva 
IS = Not Significant, S= Significant (Level of Significance at 0.05 or 5%) 
Table Twelves Ratings of opinions given to mentors - Comparison between groups and within aroma 
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The results of the Mann-Whitney U-Test showed no significant 
difference in the pattern of rating between the District Nurses 
and Health Visitors, and between the District Nurses and School 
Nurses in all the 14 Statements. However, between the Health 
Visitors and School Nurses, a significant difference of 0.0164 
at p<. 05 was observed in Statement 7. The Health Visitors (Mean 
Rank: 25.83) placed a higher level of agreement to "Forming a 
relaxed relationship" compared with the School Nurses (Mean Rank: 
35.19). 
The results of the Kruskal-Wallis 1-Way ANOVA showed no 
significant difference in the pattern of rating between the three 
groups of respondents in 13 of the 14 Statements. There was, 
however, a difference between the ratings given by the 
respondents for Statement 7. A Chi-Square value of 5.9872 with 
two degrees of freedom (2DF) and a significance of 0.0501 at 
p<. 05 indicated that the Health VIsitors (Mean Rank: 41.15) 
placed a higher level of agreement to "Forming a relaxed 
relationship" compared with the District Nurses (Mean Rank: 
46.79) or the School Nurses (Mean Rank: 56.41). 
Based on the responses by the respondents, the overall rating in 
order of agreeability for the fourteen statements is as follows: 
1. Values students as individuals 
1. Enthusiastic and motivated 
2. Displays patience with students 
2. Gives time for reflection 
2. Interested and positive 
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3. Gives confidence to the students 
4. Negotiates learning experiences 
5. Provides constructive criticisms 
6. A resourceful person 
7. Displays empathy with students 
8. Accepts student's viewpoints 
9. Forming a relaxed relationships 
10. Role model for the students 
11. Provides emotional support. 
This Chapter has presented the findings of the analysis carried 
out on the quantitative data obtained from the close-ended 
questions from the survey questionnaires. Descriptive and non- 
parametric tests with graphic presentations and tables of figures 
were used to illustrate and highlight the major findings. 
The next Chapter will present the findings from the qualitative 
data collected via the open-ended questions of the survey 
questionnaires and the semi-structured interviews. 
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This chapter presents the findings gathered through the open- 
ended questions (number 15 - 17) of the survey questionnaires, 
and the semi-structured interviews. The five themes emerged from 
the data documented the content and process of mentoring Project 
2000 student nurses. Interpretative comments are given throughout 
to demonstrate the links both within and between these five 
themes. 
The five themes are presented as follows: 
1. Understanding of the term "mentor" 
2. Role and functions of the mentor 
3. Mentor-mentee relationships 
4. Impact of mentorship role on the mentor 
5. Concerns and changes - the way forward. 
TTheme One: Understanding Of The Term Mentor" 
The many different definitions attached to the concept of 
"mentorship", as described in Chapter Two, show the diverse 
nature of understanding the term "mentor". While the College 
concerned uses the term "facilitator" for Project 2000 courses 
to differentiate it from the term "mentor" used for the 
traditional Registered Nurse training, the majority of 
respondents in this study have demonstrated a resilient 
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attachment to the term "mentor". 
At the interview, every respondent was asked the same question, 
"What do you understand by the term mentor? " Apart from a couple 
of the respondents who had to think about it, the rest of them 
responded spontaneously with their answers. 
Generally, the respondents interviewed understood the term 
"mentor" in association with their work and specifically in 
relation to having students placed with them. The nature of their 
work supporting and advising other members in the team, and their 
personal experience as mentors and working with other mentors, 
had in many respects directed them to give some rational and 
insightful meaning to what a mentor is. Most of the responses 
were affirmative and illustrated below are examples from three 
different community nurses: 
'Mentor is a word we all understand .... as someone who aids and points students in the right direction .... 
as a mentor, I pass on the knowledge I have to them. I see myself as a sort of supporter and guide .... to 
help the student to understand the role of a Health Visitor in the community. ' (Health Visitor) 
BAs a mentor, I act as a facilitator and a resource enabler ... to introduce students to the community and 
being there to support the students with encouragement and reassurance. I an also someone for the student 
to focus on .... to help then learn through observing me. ' (District Nurse) 
'Mentor guides and supports the student .... I show the students what school nursing is and the role of the 
school nurse. I am a role model in some way, allowing the students to participate in what I am doing as 
well. ' (School Nurse) 
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Other respondents perceived "mentor" as someone with certain 
qualities and skills "to do the job" of supporting and 
facilitating students. These responses were compatible with the 
answers obtained from question thirteen of the survey 
questionnaire. As illustrated below: 
To be a ientor, one has to be approachable, with good coeeunication skills and certainly knowledgeable in 
the area she/he is practising in. " (Health Visitor) 
01 ientor should be an experienced practitioner who has the aptitude to teach and aotivate students. The 
person gust have the willingness and the skills to support, guide and supervise. ' (District Nurse) 
'I think a aentor should be so'eone who is interested in the students as individual people. The ientor needs 
to be flexible in her approach to supporting the student. ' (School Nurse) 
The understanding of the term "mentor" as described by the 
respondents underpins much of the common elements of mentorship 
put forward by various writers on the subject. It also 
encompasses the characteristics of mentorship as exemplified by 
the English National Board's guidelines (ENB, Circular 
1988/39/APS) , which state that "a ientor should be an appropriately qualified and 
experienced first level nurse who by exaiple and facilitation; guides, assists and supports the student in 
learning new skills, adopting new behaviours and acquiring new attitudes" (E1B, 1988: 33). 
The above examples showed the supportive side of mentoring as 
advocated by Vance (1982). The mentor is seen to offer the mentee 
a repertoire of helper functions to facilitate guidance and 
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provide support. A mentor is perceived by most respondents as a 
person who will help and support the student with orientation and 
settling in, to give the student "a sense of belonging" to the 
team. 
Theme Two: The Role And Functions Of The Mentor 
Within this theme, the question asked was "How would you describe 
your role and functions as a mentor? " In practice the role and 
functions of the mentor include the many variants of what a 
"mentor" is - being a supporter, a guide, a facilitator, a role 
model and a teacher. Such roles appeared to be compatible with 
the way respondents in this study perceived their own roles. 
The functions ascribed to the mentor were relatively uniform 
within the community settings across the Swindon site of the 
College. Many respondents stressed the high level of 
responsibility they have for their students. For example, one 
respondent said: 
11 eentor has an all encoapassing role to play, and I have a big responsibility towards the students 
allocated to ie. Being supportive, a guide, a teacher and soietiaes a aotber to ay students ... I a' there 
to listen to the' and give thea support and advice when they need toes. " (District Nurse) 
Most of the respondents saw the mentor as having a significant 
and important role to play in a student's learning. They took 
much care and time to ensure that relevant and appropriate 
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experiences were obtained by the students during their community 
placements. Health Visitors and School Nurses tended to discuss 
their roles as facilitators of students" learning. As illustrated 
below: 
'I as more proactive with the students ... giving the' the opportunity to negotiate learning experience and 
guiding them to the right resources. I tend to promote learning through reflection, asking then questions 
on what they have learnt at the end of each day. Trying to discuss and fill the gaps really. ' (Health 
Visitor) 
'I believe sy role is to assist students in identifying learning objectives and opportunities to achieve 
thee. We discuss what I an doing as we work through each case .... I do encourage the student to 
participate. I would like to think that by the end of their placeient with se, each student has achieved 
sole of their learning outcomes. " (School Nurse) 
On the other hand, role modelling was particularly pertinent for 
many District Nurses, who perceived themselves as having the 
ability to model effective nursing practices. For them, 
experience involved both observation and the performance of 
various activities - the mentors demonstrated their work which 
permitted the students to observe good nursing care and skills. 
The mentors then enabled the students to practice under 
supervision. This was perceived by the majority of respondents 
as providing ideal opportunities for both experience and support. 
As quoted by one respondent: 
'I see my role as a guide ... guiding the students through a learning experience, and acting as a role 
model. I demonstrate what I am doing and then enable the students to practice for themselves, to encourage 
confidence in performing the task. We discuss the experience afterwards ... a two way process really, 
to 
ensure that the students have got something fror it. " (District Nurse) 
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Other roles and functions of the mentor were identified as 
teaching and assessing students. The majority of respondents said 
that they spent considerable amounts of times teaching their 
students. However, most teaching "took place in the car either 
before or after each visit" - to tell the students the nature of 
each visit, and to go over what the students have seen and the 
nursing care/advise given to the clients. The extent to which 
respondents were involved in the assessment of their students, 
learning outcomes varied. Some respondents perceived it as a 
formal role, while others saw their role in assessment as less 
formal. Most of the respondents believed that monitoring 
students' progress in a formative way encouraged students to 
participate and contribute in the assessment process of their 
community experience. 
Most Health Visitors and School Nurses used learning packages 
which they developed themselves, as teaching material for 
students to work on. The learning packages consist of written 
guides on the community setting, the roles of the community 
nurses and their caseload profiles, and include activities for 
students to complete. Respondents believed that such approaches 
to teaching and learning encouraged students "to think for 
themselves", thus, encouraging a level of independence in seeking 
information and problem-solving. 
District Nurses, on the other hand, preferred to teach students 
"hands-on" planning and delivery of nursing care through 
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observation and participation of their own practices as well as 
working with other members in the team. Respondents believed that 
working within the team provided students with more opportunities 
to observe demonstrations and practice skills. One respondent 
said: 
'I enjoy teaching the best way of doing practical skills and monitoring each student's work. I encourage 
each student to discuss and reflect on their own practice and what they have seen. It is iaportant that I 
as also there to assess their progress and their practical skills ... to safeguard the care they give to 
our clients at hove when they are out on their own doing client attachvent. ' (District Nurse) 
While many of the respondents felt that suporting students should 
not involve counselling, a few respondents have "spent hours on 
personal problems. " One respondent explained: 
'I mean, she (the student) was not able to concentrate on her placement .... so I have to find out fror her 
what was bothering her, and it all case out! She was homesick, she had personal problems with her boyfriend 
and her parents .... she wanted to leave the course but was afraid of upsetting her parents. I think she 
did in the end, she did not finish the placement with *e. " (Health Visitor) 
From the responses obtained, there was much evidence of the three 
basic mentoring roles - the inspirer, the supporter, and the 
investor (Darling, 1984) being practised/enacted. To assist in the 
development of the "knowlegeable doer" (UKCC, 1986), the majority 
of respondents perceived the mentor role as involving supervisory 
and assessment activities. However, the role of supporter - 
supporting and facilitating students' learning emerged as a key 
role for many of the respondents. 
121 
Theme Three: Mentor-Mentee Relationships 
Respondents were asked to recount their experiences with Project 
2000 students. It was felt by the majority of respondents that 
building rapport and successful relationships takes time and 
effort; so as might be expected, the nature of this relationship 
changed as the students progressed through the placement. 
Respondents believed that "a settling-in" time was needed for 
students at the beginning of a placement, to allow mentor and 
mentee "to get to know one another. " As the placement progressed, 
mentor-mentee relationships tended to become more open and 
relaxed. 
However, many respondents (Health Visitors and School Nurses) 
felt that the short duration of placements during the Common 
Foundation Programme restricted the potential of developing long- 
term, supportive relationships with their students. For example, 
one respondent described: 
'There was so much for the student to see, but short allocation with me has restricted this. I only gave 
them interesting aspects of school nursing and packing them into afew days can be tiring for both of us. 
There was certainly not enough time for a mentor-aentee relationship to develop. The student was off to 
another placement before you knew it. " (School Nurse) 
Mentors in this College also acted as assessors which enabled 
them to have regular contact with their students, in order that 
the students' learning progress was properly monitored. So 
informal and perhaps, transient mentor-mentee relationships did 
develop during short allocations with the Health Visitors and 
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School Nurses. As one respondent said: 
'We bit it off as soon as we met on the first day .... she (the student) was honest with 'e, that she wanted 
to get as much out of this placement with me as possible. She was keen to learn but not pushy ... and she 
was very perceptive to the staff and clients. However, I have not heard of or seen her since she finished 
the placement. " (Health Visitor) 
With the District Nurses, mentor-mentee relationships tended to 
be formal to begin with, and gradually when students were into 
their Adult Branch Programme, friendship and trust occurred. The 
majority of respondents expressed that mentorship at this stage 
had "become a broader, long-term relationship". The reason being 
that as students progressed into their Branch Programme, they 
were back with their allocated District Nurses again to do 
"client attachment" experiences. After a six weeks community 
placement at the beginning of the Branch Programme, each student 
was then allowed to carry out home visits on their own with two 
clients from the District Nurse's caseload. One respondent 
explained: 
II have had all my five students return to me for their Branch programme; it was nice as we were able to 
continue with our relationships. I was able to see each one of then develop and mature .... since they 
qualified, four of them still keep in touch with me ... a phone call every now and then, and Christmas 
cards. I am quite pleased about it really, that we can remain friends. " (District Nurse) 
A major feature of the respondents' accounts of their experiences 
was the emphasis they placed on the students' attitudes toward 
the placement areas. Most of the respondents also believed that 
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the success or failure of a relationship with a student was 
dependent on the student's interest to learn. As one respondent 
said: 
'A11 my three students have been enthusiastic, motivated and keen to learn. It does sake a difference when 
they are all like that, they asked questions and appeared interested. We certainly can relate to one another 
... I have learnt a lot from each of them. ' (Health Visitor) 
Indeed, the nature of the mentor-mentee relationships are better 
understood as a product of professional growth through 
interaction in a safe and stimulating relationship based on 
openness and trust (Darling, 1984; Burnard, 1990b). Many of the 
respondents perceived that regular contact with their students 
was essential for the mutual exchange and sharing of information. 
Thus, all respondents agreed that it was as much the 
responsibility of the mentee as of the mentor in trying to build 
a successful relationship. A respondent explained: 
'The student and I, both contributed equally and worked as a teal. I recognised I had strengths and 
weaknesses, and so did the student. I an very lucky with all the students I have had so far, we stiaulated 
one another and discussed issues relating to work in a non-threatening way. I believe this has benefited 
se personally and professionally. I an sure the students got as such out of se in return. ' (District Nurse) 
However, some respondents admitted that not all mentor-mentee 
relationships went smoothly. A possible explanation could be that 
some students failed to "fit in" with the way community nurses 
worked or there was a lacked of interest in community nursing. 
Two respondents pointed out: 
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"He (the student) always wanted to do things his own way, expecting too much and was I think, a bit ahead 
of himself. He could not see that working in the community is very different from working in the wards. I 
got quite angry about it sometimes .... 0 (District Nurse) 
'She was not really interested in Health Visiting, it was a placesent she had to do ... All she wanted fror 
se was where she could get the inforiation and resource for her couuunity project. It was so frustrating 
for ae, I wanted to give her a good conunity experience. She was clockwatching and kept asking when she 
could go off. ' (Health Visitor) 
The responses from this theme confirmed that positive attitudes 
and mutual respect between mentors and mentees will always be 
more important than specifically defined roles. While short 
allocations with the Health Visitors and School Nurses hindered 
long-term relationships as identified in other studies (Jowett 
et al, 1992; White et al, 1994), respondents were aware of their 
responsibility to students and keen to share their knowledge and 
expertise. 
Generally, respondents believed that the quality of their 
relationships with students was essential for effective learning 
to take place (Donovan, 1990). The majority of them have 
contributed positively to their mentorship role, largely due to 
their own skills and determination to support and facilitate 
their students, to give them a worthwhile community experience. 
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Theme Four: The Impacts of Mentorship Role On The bno 
While the benefits of mentoring students are largely implicit in 
the literature review, the mentor's role remains a complex one 
which requires a high level of commitment. Within this theme, the 
respondents were asked to give some positive as well as negative 
aspects of being a mentor. With a few exceptions, respondents in 
this study have expressed an overall positive regard to their 
experience of mentoring students in the community. 
The mentor role was one that the experienced respondents played 
automatically. They welcomed students within their own security 
and encouraged the students to make the most of their time in the 
community. Two examples: 
'I liked having students with we .... they broaden one's viewpoint and gave se alot of ideas to think about. 
Some of my students were certainly informative, they stimulated we and kept me on my toes. I have personally 
gained much satisfaction from my mentoring them ... I felt my own professional practice had been enhanced 
through it' (Health Visitor) 
II was able to help the students to understand the connection between the coiiunity experience they got with 
ae and the College's learning outcoves which they need to achieve. This helped to facilitate the application 
of theory to practice for the students, and they all appreciated what we do as part of our role. It wade 
se feel very positive about the Project 2000 prograeae. " (District Nurse) 
There was also discussion about the maturity of students, which 
respondents felt could have an impact on how they perceived their 
mentoring role. Some respondents found that mature students "are 
so much easier to deal with. " As illustrated below: 
126 
"The mature students tended to have more insight into other people's problems and have life experiences 
before they come into nursing. We were able to discuss some difficult cases and they could offer ways of 
dealing with them quite sensibly. They know what they want from the placement and they come to us much sore 
prepared. It was refreshing not having to do all the planning for them. ' (Health Visitor) 
"They tended to cope better, have sore patience, and looked on their coasunity experiences differently. They 
want to learn and are keen to participate and contribute. Generally, they were such sore coisunicative and 
related well with the patients. It was a pleasure to be sentor to then ... we worked so such better as a 
teat. ' (District Nurse) 
Others expressed the view that inexperienced and younger students 
"lacked interest and security. " Two respondents expressed: 
'Some of ay students were time consuming, they were very hooked up on their projects and not the learning 
experiences at hand. They don't seem to know how to communicate, I have to do the talking all the time 
.... I would like time to think before a visit, which I find difficult as I have to tell the student what 
we are doing next. " (Health Visitor) 
"The couple of students that I have had were bright individuals, but they found school nursing quite 
boring, so I think they 'switched off". It was hard work trying to get their interest .... I was 
disappointed. ' (School Nurse) 
While role modelling is a major component of mentoring, the 
presence of students can sometimes contribute to feelings of 
stress and tension. As one respondent explained: 
'Sometimes I feel quite apprehensive about taking the student out to ay clients' holes .... the feeling 
of being watched by the student all the time, what I am doing and what I am saying. I feel so stressed out 
by the end of the day. " (Health Visitor) 
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A conflict of interest was also expressed when respondents were 
faced with mentoring students as well as providing quality care 
for their clients/patients. Some respondents found such 
situations stressful and unsatisfactory at times. According to 
one respondent: 
"I sees to be having students with me all the time, and I don't think it fair on them when I also have a 
heavy caseload. I know I have a responsibility for their learning, but I also have a responsibility for 
my patients. Sometimes my patients have to take priority ... so where do I find the time to teach and offer 
feedback? $ (District Nurse) 
The educational role of the mentors could come into jeopardy when 
time and resources are in short supply, with cutback in financial 
funding and a shortage of staff. Many of the respondents found 
that having students with them created an extra workload. One 
respondent pointed out: 
$it was time and energy consuming .... ensuring that the students got their coiiunity experience, by 
arranging visits for them to go to and trying to find the time to sit down to discuss what they had seen 
or learnt. So I have to plan ahead when I know I as going to have a student allocated to me. ' (Health 
visitor) 
A few respondents commented that in functioning as mentors to 
Project 2000 students, there was pressure for them to keep up to 
date with their current practice. An example: 
"I am very aware of what the students need to know when they are out with me, so I tend to keep abreast of 
what is going on in 'y specialist area. It is not a bad thing really, as we need to update our knowledge 
and skills .... so I read journals and books relevant to ay speciality, and I am looking forward to doing 
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sole short ENB courses. " (District Nurse) 
This theme has highlighted the positive influences and 
constraints that mentoring students can have on the mentors. 
Although mentoring is potentially stressful and a source of role 
conflict (Wilson, 1989; Wright, 1990); the respondents as a whole 
were enabling students to learn from their experiences in the 
community through their supporting and guiding roles as 
identified in the study by Hallett et al (1995). 
Theme Five: Concerns And Changes - The Way Forward 
Although the mentorship model of this College has been used 
effectively in supporting and facilitating Project 2000 students, 
some concerns were expressed and certain changes were suggested 
by many of the respondents. They hoped that such discussions 
would have future considerations for placing students with them 
and would further enhance their role as mentors. 
There was certainly no opposition expressed about the principle 
of mentorship, but there remained some reservations over the 
Project 2000 curriculum. A few respondents were concerned about 
the brevity of the community placements in the common Foundation 
Programme, which they felt did not allowed for more to be seen 
and learnt by the students. One respondent explained: 
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'The student spent three days a week with ve and inevitably there were a lot of things happening during the 
two days she was in College .... so she missed out on all the learning opportunities and observations. I 
tried to arrange an interesting progratiue for thee, but it can be difficult trying to arrange visits to suit 
everybody involved. I would like to see a block of four weeks out with us rather than the present 
allocations with split days here and there. " (Health Visitor) 
Other respondents felt that the community experience comes too 
early in the course, and that the assessment documents needed to 
be made more applicable and relevant to the community setting. 
As illustrated below: 
'I honestly believe that the students are being sent out for their community experience far too early on 
.... I would like to see students having some acute ward experience first. I have a hard time trying to make 
some of them understand the community experience in hand. Some of them have no idea what nursing is about, 
and it made me wonder whether I a' participating positively in their learning. ' (Health Visitor) 
'The students themselves need more exposure to nursing practices first, some of them have not even seen 
a 'patient' before. It can be difficult to assess them if the community is their first placement fron 
College. The students found it hard to relate the 'health' perspective of the course to the "ill-health" 
perspective of the community placements. It takes time to help students to make the connection between the 
theory in College and the practice in placements. " (District Nurse) 
Some respondents have expressed concerns about the large numbers 
of students coming out into the community and the lack of 
learning opportunities available. One respondent commented: 
'There are always students around us, I have one student every allocation ... it is getting 
iipossible to 
have a break. I sovetises find it difficult to arrange other services for then to go to as they are also 
inundated with students. There should be a fairer systes of allocating students to us, sove of ay colleagues 
seen to hiss out on having students with thee. " (District Nurse) 
130 
The suggested changes which some respondents see as necessary to 
enhancing their mentorship role were in many respects related to 
discussions in the other themes. Two suggestions below: 
'I would like enough time or notice to let me know when students are being allocated to me. At least two 
months in advance ... to plan and arrange visits for then. It would also be nice if we can continue to meet 
the students in the College prior to them coming out with us. We can then discuss learning needs and also 
learning opportunities can be negotiated within a non-threatening environment. ' (Health Visitors) 
'Mentors need a break from having students all the tine. I know it is difficult if there are a lot of 
students coming out at the same time, but I don't see why my staff nurse can't be a mentor. We feel it is 
laportant that "D" and 'E" grades staff nurses should be mentors ... this would certainly help to relieve 
us 'G" grade Sisters. In the hospital, staff nurses are trained to be aentors, so I do not see why it can't 
be done in the community. ' (District Nurse) 
Other respondents suggested that on-going communications between 
the College and the community staff is very important and should 
continue. Hence, the community link-teacher is seen as an ideal 
person to co-ordinate this. As one respondent expressed: 
'We need to be given any new infonation about the course and to be updated on the assessient strategy. It 
would also be helpful to have some feedback on the students' evaluations of their coiiunity placeaents. It 
is nice to know that we have soaeone we can call upon should we need help or advice about students and 
placenents. ' (Health Visitor) 
The concerns and changes expressed by the respondents were 
relevant to the mentorship of students in the community setting 
in this College. Much of these issues have been highlighted in 
literature and identified in studies of mentorship in nursing 
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(Wilson-Barnett et al, 1995; Phillips et al, 1996). It is also 
recognised that the support of mentors who have to cope with the 
demands of community placements for our students should not be 
forgotten (Bysshe, 1990). 
Summary: 
This Chapter has presented the major findings of the qualitative 
data in five themes. Each theme was described and supported with 
original quotations, and then discussed in relation to the wider 
issues of mentoring. 
Overall, the findings were representative of the synthesis of all 
stages of data collection. The themes emerged were relevant to 
the quality of support reported by the community nurses and 
observed during the semi-structured interviews. 
These findings and their implications for both the College's 
policy on mentoring students in the community settings and the 
future direction of related research will be discussed in the 







Discussion, Implications And Recommendations 
Introduction: 
The aim of this study was to explore the experiences and 
perceptions of community nurses involved in mentoring Project 
2000 students against a background of change in nursing 
education. With an increased emphasis given to learning 
experience in the community setting (UKCC, 1986), their role is 
said to be crucial in facilitating learning for students 
(Baille, 1993; Hallett et al, 1993; Jowett et al, 1994). However, 
for many community nurses, mentoring student nurses on a 
continuous basis was a new experience and they did not fully 
anticipate the impact of students' community experience on their 
time and workload. 
Thus, it set out to describe and analyse their experiences and 
perceptions of the mentoring process regarding: 
* their understanding of the concept of mentorship; 
* their role and functions as a mentor; 
* the positive and constraining factors affecting their mentoring 
roles; 
* the specific issues which need to be addressed in order to 
improve on the present mentorship scheme. 
This Chapter discusses the major findings from the survey 
questionnaire and the semi-structured interviews, and compares 
them with the literature on mentorship in nursing. It examines 
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their implications for the College and makes recommendations for 
future research study and practice. 
Discussion of Major Findings: 
The findings of the research are presented under two main 
headings : 1. Roles and functions of mentors and 2. Factors 
affecting the mentors' roles. 
1. Roles And Functions Of Mentors 
As a result of radical changes to pre-registration nurse 
education (UKCC, 1986), the role of mentor has gained importance. 
Community nurses are now much more involved in supervising and 
assessing student nurses in a way that is both quantitatively and 
qualititively different to previous experience (Orr & 
Hallet, 1991). The reason being that, the introduction of Project 
2000/Diploma in Higher Education in Nursing Studies courses has 
meant that our student nurses have to gain a higher proportion 
of their practical experience in the community setting, and they 
have to be assessed by the community nurses on their skills and 
knowledge gained during the placements. 
Baillie's (1993) study on the community setting as a learning 
environment suggests that it is the practitioners who have the 
greatest influence over students' learning. Thus, community 
nurses have been required to take on the roles of mentor, 
facilitator, supervisor and assessor; roles for which preparation 
has been varied from college to college of nursing studies (White 
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et al, 1994). 
As discussed in Chapter Two, a range of literature on m©ntorship 
in nursing was identified, but there remains a lack of concensus 
amongst nurse educationalists on the nature of the concept 
(Hagerty, 1986) and on the lack of empirical research on the 
process of mentoring Project 2000 students (Marriot, 1991; 
Magg, 1994). There appears to be no common agreement as to the 
role and function of the mentor. It has also been suggested that 
the characteristics of the mentor's role have been synthesized 
mainly from literature and influenced by American models of 
mentorship (Morles, 1990; Woodrow, 1994). 
Furthermore, guidelines from the English National Board (ENB) on 
the role and function of mentors have been the focus of many 
debates. Indeed, a mentor is said to be pivotal in facilitating 
a student's learning in clinical areas even though the term 
encompassed multiple roles. Although its 1988 guidelines 
(ENB, 1988/39/APS), which define the separate roles of mentor and 
supervisor, may have been helpful in establishing them as 
distinct entities; the fact that the same practitioner can occupy 
both roles has given cause for confusion. It may also reinforce 
the view held by many that the two terms are interchangeable. 
In this College, the mentor's role could be referred to as 
"restricted mentoring" (Donovan, 1990: 298), where the emphasis is 
on a short-term interaction with the student and concentrating 
on the educational needs of the student. The mentor's role is to 
ensure that relevant clinical experience is provided, and to 
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assist and enable each student to achieve their learning 
outcomes. 
The term "mentor" was understood by the community nurses as that 
described in the ENB's guidelines (ENB, 1988) and advocated by the 
College. He or she is a qualified nurse with certain qualities 
and skills, who guides and supports the students in their 
clinical placements. 
Mentors for students on community placements are negotiated and 
randomly allocated between the community nurse managers/clinical 
coordinators and the community link-teacher, based on each 
student's address and whether they have transport or not. 
Community nurses themselves have no say in the matter, as they 
are simply "told" or "asked" by their managers/coordinators to 
be a mentor as part of their job descriptions. 
This is certainly not in line with the ENB's (1989) directive 
which describes a mentor as "a person selected by the student to assist, befriend, guide 
and counsel" (ENB, 1989: 5) . However, it could be argued that the short 
duration of placements with the community nurses precluded 
students from choosing their own mentors. It is also suggested 
by Earnshaw's (1995) study that students saw no clear advantage 
in self-selection of mentors and that they preferred to have 
mentors allocated to them. 
Consistent with Leonard & Jowett's (1990) study of Project 2000 
courses which highlights that students need a high level of 
support during the early part of their clinical experience; there 
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is much evidence in this research to support the view that 
community nurses have a significant role to play in mentoring our 
students during their community placements. In practice, the role 
of the mentor included being a guide, supporter, assessor, 
facilitator and role-model (Darling, 1984). However, the role of 
supporter facilitating students' learning was seen as a key 
function by many of the community nurses. 
While the ENB (1989) recommends that mentors are not involved in 
formal assessment of students, some authors believe that 
assessing students in clinical placements is an important 
function for mentors and should be retained (Morris at al, 1988; 
Foy & Waltho, 1989). Certainly within this college, one of the 
mentor's roles is to assess students' clinical performance during 
and at the end of each placement. As an assessor, the 
responsibility of the mentor is to assess each student's level 
of attainment related to the level indicated in the continuous 
assessment scheme. 
Mentors are prepared for their assessing role during the two day 
mentor workshops, whereby Steinaker & Bell's (1979) Experiential 
Taxonomy is utilised to facilitate the understanding of the 
continuous assessment process in relation to the learning 
outcomes to be achieved by the students. This was supported by 
the data from the questionnaire which revealed that knowledge of 
the assessment documents and the stage of each student's 
experience were important factors which helped them to carry out 
their mentoring role well. 
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However, White et al (1994) identified assessment of students' 
practice as problematic and open to considerable subjective 
variation. Indeed, the community nurses in this study have 
expressed that the learning outcomes being assessed should be 
made more relevant to the community settings. As the learning 
outcomes are very much geared to the hospital settings, some 
mentors and students have quite often misunderstood their 
relevancy and found the learning outcomes hard to achieve in the 
community environment. 
Role-modelling has been highlighted in literature as a component 
of mentorship (Darling, 1984; Talarczyk & Milbrandt, 1988); and 
this is made more credible by the findings that the benefits of 
acting as role-models were greatly recognised by the community 
nurses. The data from the survey questionnaire showed that 88% 
of community nurses strongly agreed with mentors being role- 
models. In the interviews, most of the community nurses have also 
discussed that one of their mentoring roles was being a role- 
model for the students. 
Data generated by the questionnaire further revealed that all the 
fourteen statements of positive opinions given to mentors were 
confirmed by an average of 94% (n=86) community nurses. The 
findings highlighted the fact that the community nurses viewed 
these positive opinions as core features of being mentors to 
Project 2000 students (Fowler, 1995; Wilson-Barnett et al, 1995). 
Community nurses also expressed the view that being approachable, 
having good communication skills and relevant knowledge of 
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current practice were their greatest assets to student learning. 
Such attributes/skills are considered desirable in the 
supervision of students and if the mentoring role is to be 
successfully fulfilled (ENB, 1989; Marriott, 1991; Butterworth & 
Faugier, 1992). 
Mentors in this study were all registered nurses, with the 
majority of them having obtained the required community nurse 
qualifications in order to work in the community settings as 
District Nursing Sisters, Health Visitors and School Nurses. To 
date, most of the mentors to the Common Foundation Programme 
(CFP) and Adult Branch Programme students are "G" grade District 
Nurses and Health Visitors, while all School Nurses are on "F" 
grade posts. They have been prepared for the mentor's role by 
attending the College's standard provision of two-day mentorship 
workshops. For those community nurses who have attended other 
teaching and assessing courses prior to becoming mentors to 
Project 2000 students, the preparation was seen as adequate. 
Others have expressed the need to undertake further formal 
education/training to develop their teaching and assessing 
skills. Indeed, some have gone on to do the ENB 998 "Teaching & 
Assessing In clinical Practice" course to enhance their role 
further and a number of community nurses have continued with 
their professional development, with some already achieving their 
First and Second Degrees in related subjects. 
Generally, mentorship was seen by the community nurses as a 
valued scheme of supporting Project 2000 students. All mentors 
have accepted the responsibilities attributed to the role and 
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many have expressed the personal satisfaction gained from the 
experience of supporting the development of new students. Such 
evidence suggests that within this College, the community nurses 
are committed to giving an excellent service in supporting our 
students in their community placements. 
2. Factors Affecting The Mentors' Roles 
While mentorship is increasingly seen as acceptable and 
applicable for pre-registration student nurses, much discussion 
of mentorship schemes have continued to focus on ideal 
situations. The reality of practice, however, suggests that 
mentoring students is a time-consuming activity (Collins, 1983; 
Darling, 1984), as mentors have more than one student to support 
at a time, and also other responsibilities such as a heavy 
caseload and paperwork, and limited time to do all the required 
tasks within a working day (Jowett et al, 1992; Woodrow, 1994). 
Indeed, this was the view held by many community nurses, 
especially, the District Nurses and Health Visitors who may have 
more than one student on placement with them and a shortage of 
staff within the team to ease the workload. Many community nurses 
also perceived "too much paperwork" as pertaining to having to 
work through what they considered unwieldly and repetitious 
documentation in terms of the continuous assessment documents 
(Robinson, 1992). Others have expressed that "time" was the most 
important factor which helped or hindered their mentoring roles. 
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Findings from the survey questionnaire revealed that having "time 
to plan and prepare" and "time to work with students" were the 
two most important factors which helped community nurses carry 
out their mentoring role successfuly; and that "lack of time for 
planning and working with students" were identified as factors 
that hindered their mentoring role. However, it was the School 
Nurses who appeared to place greater importance on the factors 
"Lack of time for planning" and "Lack of time for feedback and 
reflection" compared with the District Nurses and Health 
Visitors. The reason for this could be that the School Nurses are 
all part-timers and have students for only a short duration and 
may have felt that they were "pushed" for time. 
Significant differences were noted in the perception of the three 
groups of community nurses regarding the factors on the adequacy 
of time, having other students and staff shortages. However, 
where differences were observed in the ranking of the level of 
importance of these factors, they were mostly in terms of the 
differences between important and most important levels rather 
than between the extreme ends of the least important - important 
levels of the continuum. 
Another interesting finding from this research which is not 
consistent with other studies (Hallett et al, 1993; White et 
al, 1994), revealed that although the community nurses perceived 
"maintaining regular client caseload" as a factor that hindered 
their mentoring role; having "a reduced client caseload" was not 
identified as a factor which would help them with their mentoring 
role. While it appeared that this group of community nurses were 
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dedicated to their clients/patients and capable of working out 
a programme to minimise the role-conflicts identified by Jowett 
et al (1992) ; role conflicts were reported by a few mentors. The 
conflicting demands between performing nursing duties to meet the 
clients'/patients' needs and having to slow down to explain and 
demonstrate to the students can be time-consuming and stressful. 
Likewise, the short duration of placements meant that mentors 
were in close contact with the students for much of the time. It 
may be beneficial for the students to be in close contact working 
with the mentors to gain the required experience, but for the 
community nurses who are used to working in isolation from 
colleagues within clients'/patients' homes, continuous contact 
with students can be potentially draining and stressful (Jardine 
& Asherton, 1992; Hallett et al, 1995). As revealed in the 
interviews, some community nurses expressed that they felt 
threatened and stressed out by the continuous "flow" of students 
allocated to them. 
Many of the community nurses also expressed their concern over 
the brevity of placements, with two study days per week in a four 
week allocation. They explained the difficulty of organising 
visits for students to make and felt the students had missed out 
on some vital learning opportunities. This has, in many instances 
resulted in students having to spend more time in close contact 
with the community nurses. They felt that if time was not made 
available to work with the students, the community experience 
might not be adequate (Hallett et al, 1993). 
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Consistent with reports by Donovan (1990), Barlow (1991), Jowett 
et al (1992), and White et al (1994), the findings from the 
interviews also highlighted that the diversity and short duration 
of placements made it difficult for long-term mentor-mentee 
relationships to be established. Burnard (1990a) also expressed 
concern regarding the allocation of mentors to students, although 
a rapport may still develop. While the short-term friendship that 
developed during the Common Foundation Programme did not seem to 
fit the commonly accepted definitions of mentorship, it was 
nevertheless, seen by many community nurses as positive and 
mutually beneficial. For those community nurses who have managed 
to form a more permanent mentor-mentee relationship with their 
students in the Adult Branch Programme, they have valued the 
spontaneous friendship and trust that go with long-term 
relationships. 
Students' early exposure to their experience in the community was 
another concern expressed by the community nurses. They explained 
that some students found it difficult to relate their learning 
outcomes to the community setting, having had no previous 
experience of looking after "ill" patients in the hospital 
setting. This view has been highlighted by Elkan & Robinson's 
(1993) and Hallett et al's (1995) studies, which suggest that 
students need to gain more factual knowledge and some confidence 
in practical nursing procedures before they begin their 
placements with community nurses. 
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The student's motivation to learn and participate in nursing 
skills (Morton-Cooper & Palmer, 1993; Earnshaw, 1995) and student's 
transport problems (Hallett et al, 1995; Willis, 1996) have been 
spoken of as factors which could hinder the mentoring of 
students. Although some individual community nurses have 
expressed misgivings about their students, it was heartening to 
find that many of the community nurses in this study did not 
perceive these two factors to be problematic for them. It was 
also noted from the interviews, that most community nurses stated 
that they worked better with mature students who have had 
experience of life before they come into nursing. This could be 
attributed to the high levels of motivation and achievement of 
many mature students who came onto the Project 2000 courses and 
wanted to do well (Jowett et al, 1994). 
Finally, the need to establish good liaison and communication 
links between the community services and nursing colleges has 
long been recognised as one of the most important elements in 
nursing education (Jinks, 1991; Baillie, 1993; Cotty, 1993; Hallett 
et al, 1993; Jowett et al, 1994). It has also been identified by 
Gerrish (1990) that well established rapport and liaison with 
link-teachers and nursing colleges, provide the practitioners 
with the benefits of up-to-date knowledge, research and 
information. So it is not surprising to note from the findings 
that "lack of communication from the college" was perceived by 
some community nurses as a factor which hindered their mentoring 
role. However, this was expressed in terms of them needing more 
up-to-date information on the course structure, the assessment 
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strategy and students' feedback on their community experiences. 
While the research findings indicated that there were positive 
influences of mentorship in supporting students in clinical 
placements, there were also constraining factors which inhibit 
mentors from carrying out their role to the best effect. It is 
a tribute to the community nurses in this study that they 
remained enthusiastic and committed to their mentorship role. 
However, their views and concerns must be taken into 
consideration if they are to help to meet the educational needs 
of our students (Bysshe, 1990). 
Implications of The Study: 
The limitations of the study are discussed and justified in 
relation to the research methodologies used; and the key issues, 
which have been identified as arising from the major findings of 
the research, are presented with recommendations for improving 
the mentorship process. 
Limitations 
This study, like many others concerned with mentorship in 
nursing, could be criticised for its purposive sample and 
descriptive nature. It was conducted on one site of a College of 
Nursing where community nurses were mentoring Project 2000 
students in the Common Foundation and the Adult Branch 
146 
Programmes. The findings are therefore specific to this group of 
community nurses and to the context in which the research took 
place (Guba & Lincoln, 1981; Robson, 1993). 
While the aim was to gain an understanding of the community 
nurses' experiences and perceptions of their mentoring role; the 
exploratory and descriptive nature of the study did not look in 
depth at the actual role and functions that community nurses were 
perceived to have performed whilst mentoring the students. 
Neither did the study critically examine nor evaluate the 
performance of community nurses in effecting their mentoring 
roles with the students. These areas need addressing and are 
worthy of further investigation by future research studies 
concerned with the mentorship of students on community experience 
placements. 
However, bearing in mind the restrictions of time and resources 
in conducting this study, the responsibility of the researcher 
was to ensure that the methods employed to collect the necessary 
data were not only appropriate, but also manageable. The survey 
questionnaire was used to gather biographical information and 
also information on the perceptions of the community nurses' 
mentoring role, while the semi-structured interview was used to 
gather descriptive data from the community nurses' perspective. 
Together they helped to illuminate the complexities of the 
mentoring process within the community setting. As such, the 
advantage for using both the methods of inquiry was that, the 
survey questionnaire would provide the "breadth" while the semi- 
structured interview would provide the "depth" to the findings 
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(Sieber, 1982; De Poy Gitlin, 1994). 
Indeed, the study does offer some illumination of the subjective 
world of the community nurses who participated in the semi- 
structured interviews. While the extent to which these findings 
can be generalised to other institutions may be limited; 
confidence can still be placed in these results, as many of the 
findings help confirm trends reported from other studies. It is 
hoped that the findings will enrich further understanding of 
mentorship in practice and may suggest useful questions about the 
broader context of the implementation of community placements in 
the future. 
The major findings have highlighted some key issues about 
mentorship in nursing education which have implications for 
policy makers and educationalists. To maintain the infrastructure 
of mentorship (Woodrow, 1994), community nurses' commitment needs 
to be sustained if students are to continue to have adequate 
support in the community. The study suggests that by improving 
the mentoring process and improving the quality of mentors, nurse 
education could be proactive in creating a supportive and 
stimulating learning environment for both the mentors and 
students. 
The key issues identified and recommendations for improving the 
mentoring process and the quality of mentors are as follows: 
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1. The community nurses expressed that they required time for 
planning and preparation to work with students. At present, due 
to the community link-teacher having to arrange time to see 
individual community nurse managers/clinical coordinators to 
place students with their community nurses; inevitably some delay 
in the system of allocation and informing individual community 
nurses does happen. However, most community nurses are notified 
of their allocated students about three weeks ahead, while some 
may be informed within seven to ten days prior to their students 
going out with them which can cause concern. 
The College needs to address this by allowing a longer time span 
of at least four weeks in advance, to notify the allocation of 
students to individual community nurses. This can be carried out 
in a joint partnership, where the community nurse managers or 
clinical co-ordinators inform their own community nurses first, 
and the link-teacher confirms the allocation with a letter from 
the College. The longer time span will give the community nurses 
time to plan and prepare a learning programme and arrange outside 
visits for their students. The link-teacher will continue to 
negotiate dates for the students to go out with the School 
Nurses and Occupational Health Nurses, which requires time to 
meet up with the School Nurse Manager and individual Occupational 
Health Nurses to sort out suitable dates. 
2. The issue of stress due to workload and having a constant 
"flow" of students to mentor, needs addressing by both the 
service managers and the College, if both the quality of mentors 
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and mentoring are to be maintained. To help community nurses to 
fulfil their mentor role effectively, it is important that their 
workload is adjusted to recognise the time and energy consuming 
nature of the role. Sharing the mentoring role amongst all 
available registered community nurses may enable others to have 
regular breaks from being mentors. It will certainly help to 
relieve the pressure on some District Nursing Sisters who have 
more than one student to mentor at a time. 
With the introduction of the skill-mix of staff in the community, 
the preparation of "D" and "E" grades of staff nurse to be 
mentors should be considered. New community nurses who joined the 
service recently also need preparation to function in the role 
of mentor after a period of settling in time. Mentor preparation 
workshops should include all the up-to-date information about the 
curriculum as it applies to the students visiting their areas of 
practice and the mentor's role in the assessment strategy. 
3. Given the apparent concern felt by the community nurses that 
students are exposed to the community too early in their course; 
adequate attention must be paid to the preparation of students 
prior to their community experience placements (Wilson-Barnett 
et al, 1995). This will go some way to allaying the community 
nurses' anxiety, more so for those having students going out into 
the community as their first placement. 
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The preparation session by the community link-teacher should 
include an orientation of the community setting, giving 
information of the roles and expectations of the community 
nurses, the roles and expectations of the students, and 
discussing the continuous assessment document in relation to the 
learning outcomes to be achieved. Community nurses should be 
encouraged to be involved and participate in the preparation of 
the community experience placements. Close collaboration and 
working in partnership is vital; the researcher believes that 
shared objectives, knowledge and a common understanding of the 
learning outcomes between mentors, students and the link-teacher 
are the essential ingredients in the teaching and learning of 
nursing theory and practice. 
4. Given the short duration of the community placements and that 
mentors are allocated their students, time perhaps needs to be 
set aside for meetings of both community nurses and students 
prior to placements should be considered. An afternoon session 
should be arranged, perhaps after the preparation session, to 
enable mentors and mentees to get to know one another, to share 
relevant biographies, to identify learning needs and negotiate 
learning opportunities. 
To enhance the continuity of support and the maximisation of 
learning opportunities within the short placement; the eight 
study days perhaps could be split into a study block of four days 
for the preparation of placement and a study block of four days 
for the consolidation and evaluation of the community experience. 
151 
This would ensure that not only adequate attention is paid to 
preparing students for their community experience with 
theoretical inputs relevant to the placement, but that adequate 
time is given to consolidate and evaluate the experience which 
would enable students to reflect and link theory to practice. It 
would also enable the students to have a full four week block for 
their placements; thus, allowing them time to settle in and 
become part of the team, as well as having the flexible 
educational possibilities that longer placements allow 
(Jowett, 1995). 
Nevertheless, a review should be undertaken by curriculum 
planners of the length of time students spend in placements 
during the Common Foundation Programme, if educational integrity 
is to be maintained. 
5. While the community nurses acknowledged their role in the 
assessment of students, the main issue was the relevancy of the 
learning outcomes in relation to the short community experience 
placements. The community nurses' skills in managing the process 
of helping students to relate the health-perspective of the 
College's curriculum to an illness-perspective of the community 
is vital, if students are to learn from their community 
experience. 
It is therefore important that regular mentor update sessions are 
held on sites where the community nurses are based, to reinforce 
the working of the assessment strategy utilising Steinaker & 
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Bell's (1979) Experiential Taxonomy. The community link-teacher 
should continue to support the community nurses with their 
queries and concerns, and to clarify problems and help to resolve 
difficulties. Visits to the various community bases when students 
are out on their placements will be maintained, to ensure that 
continued presence and support is given with the mentoring and 
assessment processes. Much reassurance and educational advice to 
both mentors and students is still needed. 
However, as a matter of urgency, the College needs to get 
together with a selected group of community nurses to review its 
learning outcomes and to identify ways of making them more 
relevant to the community settings. For example, the wording of 
individual learning outcomes may need slight modifications for 
them to be more community focused, but the objectives remain 
unchanged. 
6. The community nurses also expressed the view that there was 
a lack of communication from the College. If successful community 
experiences for students are dependent on the community nurses, 
and if they have incomplete knowledge or understanding of the 
course structure, then it is obvious that the students' learning 
will be compromised (Jinks, 1991). Therefore, adequate liaison and 
communication links need to be maintained between the College and 
community staff; with updating of any new information regarding 
the course structure/programme, giving feedback of students' 
evaluations of their community experience, and dates of 
forthcoming events (for example, mentors updates or new workshops 
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dates, dates of new cohorts of students) through quarterly 
newletters. 
Liaison between community staff and the link teacher is not only 
essential for student placements to be successful, but is also 
esential to show students and other community staff that 
effective interdepartmental co-operation exists (Mairis, 1992). 
To maintain this close collaboration for the future, the link- 
teacher is looking into participating in joint research 
initiatives and practice development programmes with community 
staff . 
7. To ensure that the quality of mentors is maintained, community 
nurses need support, continuing education and encouragement from 
both their service managers and the College. Preparation to be 
mentors should continue beyond the initial mentor workshops. The 
personal and professional development of the community nurses 
must be given due consideration; they should be offered the 
opportunity to undertake academic courses and assistance in 
applying the knowledge gained to their practice, as well as to 
their support of our students. 
Recognition must also be given to the community nurses' assessing 
and teaching roles with Project 2000 students. However, the ENB 
998 "Teaching and Assessing in Clinical Practice" course which 
many community nurses have gone on to do after their initial 
mentor preparation workshops, has been criticised for its failure 
to include techniques of debriefing and reflection (Fish & 
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Purr, 1991) and as lacking relevance to Project 2000 programmes 
(White et al, 1994). Indeed, the ENB (1993) even suggests that the 
course is not relevant to Health Visitors and District Nurses; 
because health visiting courses have included the content of the 
998 course as a minimum requirement since 1966, and district 
nursing courses have been in a similar position since the 
implementation of a revised curriculum from 1981 (ENB Circular 
DCL/26/MB, 1993). 
It is therefore recommended that the in-house mentor workshops 
should be reviewed. The present course should be up-graded and 
lengthened to more than two days, and run as a module which 
offers "credits" for accumulation toward further studies for a 
higher award or qualification. Furthermore, the lengthened course 
should have an assessment strategy built within it, to ensure 
that the community nurses have demonstrated a required standard 
before assuming the responsibility for assessing and teaching 
students in placement. It could also be developed into an open- 
learning programme which would be very useful for community 
nurses who have difficulty taking time off to attend the course, 
due to staff shortages or being part-timers. 
Failing that, as suggested by White et al (1994), a nationally 
recognised course should be developed to replace the ENB 998 
course, in order to specifically prepare mentors for their role 
in facilitating Project 2000 student learning. It should include 
the practical techniques of debriefing and reflection (Fish & 
Purr, 1991) and the assessment of practice at Diploma of Higher 
Education level. 
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8. The efficacy of improving the mentoring process and the 
quality of mentors will require formal evaluation (Marrow & 
Tatum, 1994) to ensure good community experience for our students. 
Evaluation of community placements whereby students discuss their 
experiences in class with colleagues and the link-teacher is 
already part of the curriculum. However, community nurses should 
be encouraged to participate in the evaluation sessions, if only 
to be aware that explicit objectives of the placements have been 
met and to listen to the feedback given by the students. The 
information, when correlated should be fed back to the community 
staff. 
It would be preferable to evaluate the learning environment while 
the students are on placement, as any problems with the mentoring 
or assessment process could be resolved between mentors, students 
and link-teacher. This would certainly benefit both mentors and 
students, and lessons can be learnt from it, so as to benefit 
future mentors and students. 
However, the mechanism by which the clinical audit tool is 
currently used to identify the suitablity of the learning 
environment, needs to be reviewed to make it more relevant to the 
community setting. It should ensure that the audit tool be 
strengthened not only to monitor the effectiveness of the 
mentoring process, but also, the quality of mentors used to 
support our students. 
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Summary: 
This Chapter has presented the discussion on the major findings 
from the survey questionnaire and the semi-structured interviews, 
and the key issues identified with recommendations for improving 
the mentoring process and the quality of mentors. 
Consistent with the literature reviewed, the study highlights the 
significance of mentoring Project 2000 student nurses and some 
of the constraining factors that have hindered effective 
mentorship in nursing education. While it has its limitations, 
it has also brought forth some interesting findings that will be 
useful for all those involved in the planning and delivery of 
nurse education. Future decision making and policy formulation 
in relation to community experience placements needs to consider 
that mentoring is a complex, time and energy consuming activity, 
and community nurses require continued educational and managerial 
support in enabling them to function effectively. 
As illustrated below, the diagram shows that adequate and 
appropriate educational and managerial support given to improving 
the mentoring process and the quality of mentors, will benefit 
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CONCLUS Z ON 
This study, which describes and analyses community nurses' 
experiences and perceptions of their mentorship role with Project 
2000 students, has shown that mentoring is an invaluable source 
of support for students and that community nurses have 
significant responsibilities for student learning (Leonard & 
Jowett, 1990; Baillie, 1993). The findings highlighted that the 
role and functions of a mentor include giving support, role- 
modelling, teaching and assessing students (Darling, 1984; Wilson- 
Barnett, 1995). However, the role of supporter, facilitating 
students' learning was seen as the key function. 
Responses from both the survey questionnaire and semi-structured 
interviews also revealed that, generally, community nurses were 
committed to the Project 2000/Diploma in Higher Education 
programme; the mentoring role was positively viewed and they 
enjoyed having students for their community experience (Fowler, 
1995; Hallett et al, 1995). However, the primary constraining 
factors which hindered the effectiveness of the mentoring role 
were identified as: 
a. the lack of time to plan and prepare for students 
b. the constant "flow" of students for community experience 
c. the exposure of students into the community too early on in 
their course 
d. the brevity of the community placements 
e. the relevancy of the learning outcomes for the community 
setting 
f. the lack of communication from the College. 
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These constraining factors have also been identified by other 
studies on mentorship of students in the community settings 
(Jowett et al, 1992; Baillie, 1993; Elkan & Robinson, 1993; Hallett 
et al, 1993; White et al, 1994), therefore confirming many of the 
findings in this study. 
It was also noted that the relationships which developed during 
the short placements in the Common Foundation Programme were seen 
as mutually beneficial for both mentors and students (Burnard, 
1990b). Some mentor-mentee relationships which developed over the 
period of the Adult Branch programme had become long-lasting. 
suggestions were given for improving the mentoring and the 
quality of mentors. It was felt that mentoring if understood and 
applied appropriately, would provide a support system by 
complementing and adding to the value of the roles already 
practised by the community nurses. Thus, the recommendations made 
were readily recognised as emanating from the key issues 
identified within the discussion of the major findings. 
While recognising that there are limitations within the study, 
it has also brought forth some interesting findings. The five 
themes drawn from the qualitative data were experiences and 
perceptions common to the community nurses. Overall, a model of 
good practice for student support, teaching and assessing was 
found. The dedication of the community nurses to students, ' 
learning was considerable in view of their heavy workload and the 
time consuming activity of the mentoring process. It can be 
argued that the mentorship model of the College has contributed 
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to a sense of "antra-professional support that reflects the nursing ethos of caring and sharing" 
(Pelletier & Duffield, 1994: 10). 
The strength of this study has been its utilisation of the two 
methods of data collection, whereby the efficacy of the semi- 
structured interviews has elaborated and provided the necessary 
information (Burns & Grove , 1987) , thus, giving added value to the 
survey questionnaire. The study as a whole should contribute to 
a greater awareness and understanding of mentoring pre- 
registration students in nursing education, and in particular, 
the mentorship of students on community experience placements. 
It is hoped that the information will enable those of us who 
liaise with colleagues in the community to plan contacts with 
them in a more useful way. As suggested by Woodrow (1994), 
mentorship can offer nursing "opportunities to Tature into a huianistic profession where 
a culture of care extends beyond rhetoric to infora current practice" (Woodrow, 1994: 817). 
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PO S9S4 R= 3T 
During the period in which this study was undertaken, the College 
together with another College of Nursing has been integrated into 
the University of the West of England/Bristol to form a Faculty 
of Health and Social Care. The researcher is now working within 
the School of Community Nursing, still performing the same roles 
as lecturer, community link-lecturer, and personal teacher to 
existing Project 2000 students as well as to the students on the 
new programmes. 
Students recruited into the new Faculty are taught within a 
modular framework of a newly validated Diploma of Higher 
Education Nursing Studies. They are now being facilitated and 
supervised by "Assessors" during their clinical placements. 
The ENB (1994) suggests that due to the practicalities of 
assessing students on a continuous basis, the person carrying out 
the assessment should be called the "Assessor". The term is being 
defined as "an appropriately qualified and experienced first level nurse who has undertaken 
preparation to develop skills in facilitating student learning, supervising practice and assessing the 
student's level of attainment related to the stated outcoies of the prograiae" (ENB, 1994: 6). 
All existing community nurses have attended a half-day updating 
session, to inform them of the new course structure, especially 
the parts relating to experience in the community, and the 
assessment strategy. Those community nurses who have recently 
taken up posts in the community are being trained as "assessors" 
on the two day assessor workshop. Community nurses are being 
162 
allocated students as before and some of them, mainly the 
District Nurses, will continue to work with existing Project 2000 
students on the Adult Branch programme (as this course does not 
run out until March 1999). The duration of community placements 
remain as short allocations of four weeks with the Health 
Visitors in the Common Foundation Programme, and six weeks with 
District Nurses in the Adult Branch Programme. Steinaker & Bell's 
(1979) Experiential Taxonomy is still in use as the framework for 
facilitating, supervising and assessing students. 
The ENB also suggests that the mentor role cannot be imposed, and 
that a student should select an individual who is trusted and 
with whom rapport is established. However, the person chosen may 
not be present in all the practice placements in which the 
student gains experience. They further suggest that some students 
may select a mentor in each placement, whilst others may select 
one individual to whom they can relate throughout the entire 
course. Each student should be encouraged to choose a mentor, 
but that person should not function as both mentor and assessor 
to the same student during a placement (ENB, 1994: 6). 
This has certainly opened up fresh debates on mentorship in 
nursing education. Questions need to be asked; for example, what 
or where are the mechanisms for students to select their mentors? 
With the short duration of placements, will self-selection of 
mentors be viable for both mentors and students? Whether students 
are selecting their own mentors, having been given the 
opportunity to do so, remains to be seen, and is worthy of 
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UN ROSTERED PRACTICE: 40 DAYS UN ROSTERED PRACTICE: 48 DAYS 
1 t 1 t t t 1 1 1 1 1 1 1 1 t 1 1 t 1 1 1 1 I 1 1 I 1 I 1 1 1 1 1 1 1 t 1 
1 1 2 2 2 2 2 2 2 2 2 2 3 3 3 3 3 3 3 3 3 3 4 4 4 4 4 4 4 4 4 4 S S S S S 
L 
8 9 0 1 2 3 4 5 6 7 8 9 0 1 2 3 4 S 6 7 8 9 0 1 2 3 4 5 6 7 8 9 0 1 2 3 4 5 6 
UNIT 8 UNIT 9 
CO-ORDINATING CARE ACCOUNTABILITY FOR PRACTICE 
SURGICAL / MEDICAL MEDICAL / SURGICAL 
CLIEN T ATTACH NT (COMMUNITY) 
(7 DAYS) (7 DAYS) 
B B B R B B B B 
THEORY: 22 DAYS (3 WEEKS BLOCK PLUS 47 STUDY DAYS) THEORY: 22 DAYS (3 WEEKS BLOCK .7 STUDT DAYS) 
ROSTERED PRACTICE: 68 DAYS ROSTERED PRACTICE: 68 DAYS 
APP END =X TWO 
The Nurses, Midwives And Health 
Visitors Approval Order (1989) 
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THE NURSES, MIDWIVES AND HEALTH VISITORS 
(REGISTERED FEVER NURSES AMENDMENT 
RULES AND TRAINING AMENDMENT RULES) 
APPROVAL ORDER 1989 
"Preparation for entry to Parts 12,13,14 and 15 of the register 
18A 
The content of the Common Foundation Programme and the Branch Programme shall 
be as such as the Council may from time to time require. 
2 The Common Foundation Programme and the Branch Programme, shall be designed 
to prepare the student to assume the responsibilities and accountability that 
registration confers, and to prepare the nursing student to apply knowledge and skills 
to meet the nursing needs of individuals and of groups in health and in sickness in the 
areas of practice of the Branch Programme and shall include enabling the student to 
achieve the following outcomes: - 
a) the identification of the social and health implications of pregnancy and child 
bearing, physical and mental handicap, disease, disability, or ageing for the 
individual, her or his friends, family and community; 
b) the recognition of common factors which contribute to, and those which 
adversely affect, physical, mental and social well-being of patients and clients 
and take appropriate action; 
c) the use of relevant literature and research to inform the practice of nursing; 
d) the appreciation of the influence of social, political and cultural factors in 
relation to health care; 
e) an understanding of the requirements of legislation relevant to the practice of 
nursing; 
f) the use of appropriate communication skills to enable the development of 
helpful caring relationships with patients anc clients and their families and 
friends, and to initiate and conduct therapeutic relationships with patients and 
clients; 
g) the identification of health related learning needs of patients and clients, 
families and friends and to participant in health promotion; 
h) an understanding of the ethics of health care and of the nursing profession and 
the responsibilities which these impose on the nurse's professional practice; 
i) the identification of the needs of patients and clients to enable them to 
progress from varying degrees of dependence to maximum independence, or 
to a peaceful death; 
j) the identification of physical, psychological, social and spiritual needs of the 
patient or client; an awareness of values and concepts of individual care; the 
ability to devise a plan of care, contribute to its implementation and 
evaluation; and the demonstration of the application of the principles of a 
problem-solving approach to the practice of nursing; 
k) the ability to function effectively in a team and participate in a multi- 
professional approach to the care of patients and clients; 
1) the use of the appropriate channel of referral for matters not within her sphere 
of competence; 
m) the assignment of appropriate duties to others and the supervision, teaching 
and monitoring of assigned duties". 
(Great Britain Statutory Instrument, 1989) 
APP END =X THRE E 
(a) Facilitator/Mentor Workshop 
Itinerary 
(b) Guidelines For Continuous 
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Bath & Swindon College of Health Studies 
Project 2000 
Their role in supervision - creating a learning environment 
Assessment Programme 
Steineker & Bell Taxonomy 
Learning Outcomes for the Course 
DAY2 
DAY 2 DEALS WITH: 
* Assessing Mentoring Potential 
* Role of Mentor 
* Assessment of Practice (Branch document for Project 2000 students) 
* Exercise on Assessment 
* Discussion on Reflective practice 
* Evaluating the Learning environment 
* Evaluation 
CONTINUOUS ASSESSMENT OF PRACTICE 
PROTECT 2000 COURSE 
GUIDELINES FOR THE COMPLETION OF THE 
ASSESSMENT DOCUMENT 
INTERPRETATION OF LEVELS OF ACHIEVEMENT AND LEARNING 
There are five levels at which students can complete a learning outcome. 
Level a) EXPOSURE 
The student observes the activity being carried out and begins to 
recognise his/her own learning needs. 
Level b) PARTICIPATION 
The student assists the Mentor or other staff in the activity. 
This could involve the student contributing his/her views before 
and following such activity as assessment, interviews, health 
promotion advice etc. 
Lcvel c) IDENTIFICATION 
Student is able to undertake an activity with increasing confidence 
and with due regard to safety. The student is able to provide a 
rationale for his/her activity. 
Level d) INTERNALISATION 
Student demonstrates a high level of knowledge and skills being 
able to apply these to new situations. Performs within recognised 
standards of care and provides a good role model. 
Level e) Student is knowledgeable and skilled enough to teach, motivate 
and influence others, e. g. junior students within the care 
environment. Demonstrates the ability to monitor and evaluate 
standards of practice and makes suggestions for improvement 
where required. 
Please remember that students are being assessed at specific stages of their course and it is 
therefore possible for students to reach, for example, level C in the early part of the course. 
However, it must be remembered that to achieve this level further on in their course they would 
need to demonstrate a higher level of knowledge and skills. 
COMPLETING TIIE ASSESSMENT DOCUMENT 
TIIE STUDENTS ROLE 
The student should self assess their performance prior to meeting with the 
Mentor (Student's will initial and indicate level in the appropriate box). 
Students have a shared responsibility with the Mentor for arranging meetings to 
discuss learning needs, performance, achievement of learning outcomes and 
other related issues. 
The document should be kept in a safe place and be easily accessible to student 
and Mentor whilst maintaining confidentiality. 
Returning of Document 
It is the responsibility of the student to return the completed document to the 
Education Centre within 5 days of the completion of the placement. Failure to 
do this may result in a referral. 
TIIG MENTORS ROLE 
The Mentor must ensure that a preliminary intermediate and final assessment 
takes place with the student. 
The student needs to be seen by the Mentor and another member of trained staff 
albeit briefly at the beginning and end of each shift to discuss `the plan for the 
day' and subsequent achievements. Where the Mentor is absent arrangements 
should be made for another member of trained staff to assume this role. 
Each learning outcome specified must be assessed on every placement. Where a 
learning outcome has not been achieved the Mentor must indicate the reason for 
this. Where the non achievement was due to, for example, lack of opportunity, 
the student will not be penalised for this. 
The Mentor needs to initial each box and enter the level of achievement for each 
outcome. 
If there are difficulties with any aspect of the placement, please contact the link 
or personal teacher as soon as possible. 
* Although some of the outcomes appear quite broad and complex, what 
matters is the level at which the student has to achieve the outcome - it 
may be for example only at 
b) where the student is only assisting in the activity. 
APP ENDS X FOUR 
Learning Outcomes: Common 
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a w w 
1 
ASSESSMENT OF PRACTICE - COMMON FOUNDATION PROGRAMME 
S= Student 
F= Facilitator 
PROMOTION OF HEALTH 
P L A CE M EN T S 
1 2 3 
S F S F 
7 1 
F 
1 Assesses the health needs of the individual 
and identifies, where appropriate, 
opportunities for health promotion. 
2 Plans, implements and reviews health 
promotion strategies to meet the individual's 
health needs. 
ASSESSMENT SKILLS 
3 Utilises appropriate strategies to collect 
relevant information. 
4 Collates, records and reports relevant 
information accurately. 
5 Interprets the significance of information 
gained to assist the planning of care. 
m m m 
m m m 
m m rII 
PLANNING SKILLS 
6 Assists the individual to establish realistic 
mm 
goals. 
7 Plans appropriate interventions to meet the 
mmW 
identified needs of the individual. 
IMPLEMENTATION SKILLS 
8 Demonstrates effective nursing care utilizing 
m rn 
where appropriate relevant research. L-L_-ý 
*9 Demonstrates safe practice through adherence 





10 Reviews nursing care and makes appropriate 
recommendations to modify the care plan.. 
INTERPERSONAL SKILLS 
*11 Respects the individual, acknowledging 
his/her rights, values and beliefs. 




13 Demonstrates effective teaching skills in the 
mm 
education of others. 
MANAGEMENT SKILLS 
14 Demonstrates cost effectiveness in the use of 
mmP 
resources. 
15 Adapts appropriately to changing circumstances 
m m 
and is able to reorganise work accordingly. 
PROFESSIONAL DEVELOPMENT 
16 Reflects on own professional practice, 
m m 
implementing remedial action where necessary. 
*17 Practices within the framework of the 
m m 
Professional Code of Conduct. 
18 Identifies learning opportunities and 
implements strategies to meet continuing 
professional development needs. 
TOTAL 
mmý 
H HE PERCENTAGE 
Essential outcomes - must be achieved at each cut-off point. 











1 b b b 
2 a b b 
ASSESSMENT SKILLS 
3 b b c 
4 b c 'c 
5 a b b 
PLANNING SKILLS 
6 a b b 
7 a b b 
IMPLEMENTATION 
8 a b b 
9 'b 'b 'c 
EVALUATION 
10 a b b 
INTERPERSONAL SKILLS 
11 "b "c 'd 
12 'a "b "c 
13 a b b 
MANAGEMENT SKILLS 
14 a b b 
15 a b b 
PROFESSIONAL DEVELOPMENT 
16 b b c 
17 "b c 'c 
18 b b c 
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Adult - Pagc 1 
ASSESSMENT OF PRACTICE - ADULT BRANCH 
UNIT 6&7 
Formative Summative 
Week 3 Week 6 
S= Student 
F= Facilitator SFSF 
PROMOTION OF IIEALTIT 
1 Assesses the health needs of the individual and plans, implements and 
evaluates appropriate health promotion strategies 
1* Promotes an environment which optimizes the health and well being of 
the individual and significant others 
ssrssMFNT SKILLS 
3 Uses assessment skills effectively to identify the needs of the individual 
ýý 
4* Collates, records and reports relevant information accurately 
ýý 
5 Interprets the significance of information gained and, in partnership with the 
individual, determines priority of needs 
PLANNING SKILLS 
6 Assists the individual to establish appropriate goals 
7 Plans, in partnership with the individual and significant others, appropriate 
nursing interventions, to meet identified needs 
8 Justifies the rationale for, and recognises the significance of, planned nursing 
interventions 
Adult - Page 2 
IMPLEMENTATION SKILLS 
Implements care based upon the agreed plan using appropriate research 
10 Co-ordinates the implementation of care through effective interaction with the 
individual and significant others 
11 Accesses, utilises and co-ordinates appropriate resources and services for the 
effective implementation of care 
12*Dcmonstrates safe practice through adherence to relevant legislation and 
agreed policies and procedures 
EVALUATION SKILLS 
13*Recognises change in the individual, interpreting its significance, recording 
and reporting when appropriate 
14 Evaluates effectiveness of and, where appropriate, modifies the care plan in 
conjunction with the individual and significant others 
LNTERPERSONAL SKILLS 
1S*Rcspects the individual, acknowledging his/her rights, values and beliefs 
Formative Summative 








II 1* r iii 
Adult - Page 3 
Formative Summativc 
Wcck 3 Wcck 6 
SFSF 
INTERPERSONAL SKILLS 
16 Initiates, maintains and ends relationships effectively 
I 
17*Communicatcs cffcctivcly in individual and group situations 
18 Demonstrates effective teaching skills in the education of the individual and 
others 
19 Demonstrates effective use of counselling skills 
20 Utilises assertiveness skills to enhance personal effectiveness as a nurse 
IANAGEMENT SKILLS 
21 Adapts appropriately to changing circumstances and is able to reorganise work 
accordingly 
22 Demonstrates cost effectiveness in the use of resources 
23 Demonstrates effective management and organisational skills in the provision 
of care 
FE 
24*Works as an effective member of the cart team 
Adult - Page 4 
ROFESSioNAL DEVELOPMENT 
Reflects on own professional practice, implementing remedial action where 
necessary 
ý6*Practiccs within local, national and statutory directives and agreed 








mý Identifies learning opportunities and implements strategies to meet continuing 
professional development needs 
I 




* ESSENTIAL OUTCOMES - MUST BE ACHIEVED BY THE END OF TIIE 
PLACEMENT 
ADULT I3RANCII = ASSESSMENT OIL PRACTICE, PERFORMANCE STANI)ARI) 
MINIMUM EXPECTED LEVEL 014 'ACHIEVEMENT 




1 b c c d 
2 b* c* c* d* 
Assessment Skills 
3 c c c d 
4 c* d* d* c* 
5 c c d c 
Plannin Skills 
6 b c d d 
7 b c c d 
8 b c c d 
Implementation Skills 
9 b c d c 
10 b c c d 
11 b c d d 
12 c* d* d* c* 
Evaluation Skills 
13 b* c* d* d* 
14 b c d d 
*= Essential Outcomes (must be achieved at the end of each placement) 
OUTCOME Unit 6 Unit 7 Unit 8 Unit 9 
Interpersonal Skills 
15 d* d* c* c* 
16 b c d d 
17 c* c* d* d* 
18 b c d d 
19 b c d d 
20 c c d d 
Management Skills 
21 b c d d 
22 c c d d 
23 b b c d 
24 c* d* d* c* 
Professional Development 
25 c c d d 
26 c* d* d* c* 
27 c c d d 
28 b c c d 
*= Essential Outcomes (must be achieved at the end of each placement) 
APP END= XF =VE 
The Darling MMP: Measuring 
Mentoring Potential (1984) 
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APPEND IXSIX 
(a) Application To Ethical Committee 
(b) Letter From Ethical Committee 
206 
Local Research Ethics Committee Application Form 
For Ethics Committee 
use only: LREC AREA :............................. REFERENCE NO:............................................. 
OUTCOME: ............................... APPLICANT INFORMED:............................... 
INSTRUCTIONS: Please complete In typescript. Please delete yes/ito options as appropriate. Please attach 
any accompanying documents to the back of this form. 
SECTION 1 Details of Applicant(s) 
1. Full title of project 
An IZ\ 
Pp t, t LQ-u, i,., 
a cso oS vt C"', iýe - .. cy 
2. Applicant (All correspondence will be sent to this address unless indicated otherwise) 
Surname... 
...................... Forename.. 
A. l, t 6. ...... rC:...... Title... 
5............ 
4-o yv Address... l ... 
1 




1Q3, - ý2ý2Sq- Fax............................... 
3. Other applicants and departments/institutions involved 
a) ........................................................................................................................................ 
b) ............................................................................................................................................................. 
4. Signature of relevant bodies 
Signature of applicant........ ................................................. Date.. 
$. 
's `. 5..... 
Signature of Head of Department/SupeR4sor i r, 





PRINT NAME ......... 
C..:: ý. AtVL..... -! ! 
.............. POSITION. 
SA A t...!. 
6. 
ufULI. 
C , EXtiýdV. L 
For completion for Research to be undertaken in MIS Trust premises 
I ant fully aware of the details of this project and happy for it to proceed as outlined here. 
Signature of Trust Representative ......................... .................................. 
Date.................................. 
....... 
PRINT NAME .................................................................... POSITION................................................... 
For completion for Research undertaken in General Practice premises 
! an fully aware of the details of this project and happy for it to proceed as outlined here. 
Signature of Senior Practitioner ............................... .................................. 
I)ate.................................. 
IRIN' NAME 




31 May 1995 
Mrs Ailee Miller 
Nurse Education Centre 




Dear Mrs Miller 
RE 10/95 
An Exploratory Study of Community Nurses' Perception of Their 
Mentorshop Role with Project 2000 Student Nurses in One College of 
Health Studies. 
Thank you for submitting the above study to the Swindon Research Ethics 
Committee. Following our telephone conversation I have reserved an 
appointment time for you at the ethics meeting on Friday 9 June 1995, at 
1.20 pm, in Boardroom 1, Swindon Local Office, Okus Trading Estate, 
Swindon to answer any questions which the application may prompt. 





Working for the health of the 
people 
A 
APPEND IX SEVEN 
(a) Pre-Survey Letter 
(b) Covering Letter For 
Questionnaire 
(c) Follow-Up Letter 
209 
Nurse Education Centre, 
Princess Margaret Hospital, 
Okus Road, Swindon, 
Wiltshire. SN1 4JN. 
Dear Colleague, 
I am currently studying part-time for a Doctor of Education 
Degree (Ed. D) at the University of Bristol. As part of the 
course, I am undertaking a research study on "Community Nurses" 
Perception Of Their Mentoring Role With Project 2000 Student 
Nurses. " The methodology I have chosen includes a short 
questionnaire and semi-interviews. A purposive sample of a 
maximum of twenty individuals will be selected for interviews. 
The interviews will focus upon issues raised by the 
questionnaire. 
The aim of the study is to explore the extent to which various 
determinants may influence the Community Nurses' perception of 
their mentoring role with Project 2000 students. It is 
anticipated that the report of the study will provide a greater 
awareness of the Community Nurses' perception of their mentoring 
role and more information about how they structure their work in 
the community. This will provide additional information for the 
College's curriculum planners and developers, and for those who 
liaise with colleagues in the community to plan contacts with 
them in a more useful way. It is believed that this will improve 
the quality and utility of nurse education, and will enhance the 
quality of interpersonal relationships between practitioners, 
students and clients in the community. 
Anonymity of participating individuals will be preserved and all 
replies will be kept strictly confidential. if selected for 
interview, individuals will not be identified. However, I would 
like to emphasise that you have the right to decline 
participation without any prejudice. 
You will shortly receive a questionnaire and it is very important 
to the success of the study that all questionnaires are returned. 
If you require further information, please contact me at the 
above address or by telephoning 01793-426254. 
Thanking you in anticipation. 
Yours faithfully, 
(Ailee Miller, Nurse Teacher) 
COMMUNITY NURSES' PERCEPTION OF THEIR MENTORING 
ROLE WITH PROJECT 2000 STUDENTS 
Dear Colleague, 
As detailed in my pre-survey letter, the research study aims to 
explore the extent to which various determinants may influence 
the Community Nurses' perception of their mentoring role with 
Project 2000 students. 
As a Community Nurse (District Nurse, Health Visitor or School 
Nurse) and Mentor to Project 2000 students, your experiences and 
views are very important and will make an essential contribution 
to the outcomes of the study. I would be very grateful if you 
would spare about 20 minutes to complete the attached 
questionnaire and return it to me via the envelope provided by 
the ...... 
All responses will be treated in confidence. Names will be linked 
to serial numbers only for administrative purpose. Names will not 
be associated with responses. 
If you require further information or 
summary of the findings from this stage 
not hesitate to contact me - 
Ailee Miller, 
Nurse Education Centre, 
Princess Margaret Hospital 
Okus Road, Swindon. 
would like to receive a 
of the study, please do 
Tel. 01793 426254. 
FOLLOW-UP LETTER 
Reference: Questionnaire on "Community Nurses' Perceptions of 
Their Mentoring Role With Project 2000 Students" 
Dear Colleague, 
Recently I have delivered you a questionnaire in relation to the 
above study. If you have not returned the questionnaire, then it 
is not too late to do so. I am eager to receive as many responses 
as possible by .......... 
The questionnaire that I have already received are providing me 
with some very useful information, but to gain a comprehensive 
picture, I would need your views. It is essential that the study 
gathers as much information as possible in order for 
recommendations to be made. 
Thank you for taking the time to read this letter and I look 
forward to hearing from you. I have enclosed another 
questionnaire and pre-addressed envelope. 
Your faithfully, 
(Ailee Miller) 




"COMMUNITY NURSES' PERCEPTION OF THEIR 
MENTORING ROLE WITH PROJECT 2000 STUDENTS" 
SECTION A- GENERAL INFORMATION: 
PLEASE ANSWER THE FOLLOWING QUESTIONS AND TICK ( /) 
AS APPROPRIATE. 
1. What is your current job title? 
District Nurse () 
Health Visitor () 
School Nurse () 
2. Is this post - 
Full-time? () 
Part-time? () 
3. How long have you been working as a District Nurse, 
Health Visitor or School Nurse? 
0 to 1 year () 
1 to 5 years () 
5 to 10 years () 
10 years and over () 
4. How many clients/families have you on your caseload? 
50 to 100 () 
101 to 150 () 
151 to 250 () 
251 and over () 
1 













Academic: Diploma In Nursing 
Degree In Nursing 
Others ... please specify 
........................ 
00.0.000.0.. 000000009.00 




7. If you answer YES to question 6, what type of 
teaching and assessing course have you attended? 
English National Board 998: "Teaching And 
Assessing In Clinical Practice" () 
Community Practice Teacher () 
City & Guilds 7307: "Further And Adult 
Education Teaching Certificate" () 
Others... please specify () 
0.. 00.... 0.. 00... 000000 
.00000.00000.6.0.0.0.00 
2 
8. Have you attended any of the staff preparation 
sessions (Mentor Workshops) for facilitating 
Project 2000 students? 
Yes () 
No () 
9. How many student(s) have you mentored to date? 
None () 
1 to 3 students () 
4 to 6 students () 
7 to 9 students () 
10 or more () 
10. If you have mentored students, what was the 
student's stage of studies? 
Common Foundation Programme () 
Adult Branch () 
Child Branch () 
11a. Are you currently doing further studies? 
Yes () 
No () 
b. If the answer is YES, please give details 
of course. 
3 
c. If your answer is NO, do you consider doing 
one in the future? 
Yes () 
No () 
If your answer is YES, please give details 
of course. 
If your answer is NO, please give reason(s). 
SECTION B- Perceptions and Opinions: 
12a. The following have been highlighted by research and 
practice as factors that help you to carry out your 
mentoring role well. Using the number 1 to 10, 
please rank each in order of their importance (1 the 
most important, 10 the least important). 
Time for planning and preparation () 
Time for working with students () 
Time for feedback and reflection () 
A reduced client caseload () 
Being motivated () 
Being confident () 
Ability to teach () 
Knowledge of the course structure () 
Knowledge of the assessment documents () 
Knowledge of the stage of student's 
experience () 
4 
12b. The following have been identified as factors which 
make it more difficult for you to mentor students. 
Using the numbers 1 to 10, please rank each in order 
of their importance(1 the most important, 10 the least 
important). 
Lack of time for planning () 
Lack of time for working with students () 
Lack of time for feedback and reflection () 
Lack of communication from the College () 
Too much paperwork () 
Having other students as well () 
Staff shortages () 
Maintaining regular client caseload () 
Lack of motivation (Student) () 
Students' transport problems () 
13. The following have been highlighted by research and 
practice as important attributes/skills required as 
a Mentor; under each main attribute/skill are 
attributes/skills deemed to be essential. Using the 
numbers 1 to 3, please rank each in order of their 
importance(1 the most important, 3 the least important). 
*Relevant knowledge of current practice () 
*Ability to relate theory to practice () 
*Knowledge of Project 2000 course 
structure () 
*Aware of student's knowledge and past 
experience () 
*Aware of specific objectives of lesson () 
*Ability to communicate and demonstrate () 
5 
Assessing Skills - 
*Understand the assessment documents () 
*Ability to be non-judgemental () 
*Give constructive feedback () 
Supporting And Helping Skills - 
*Understand the demands/pressures of 
the course () 
*Be approachable () 
*Be prepare to listen and counsel () 
Management Skills - 
*Organisational ability () 
*Good communication skills () 
*Ability to lead () 
14. Would you give your view on the following opinions 
given to Mentors. Please tick (/) ... 
Strongly Agree Not Disagree Strongly 
Agree Sure Disagree 
*A Mentor is a 
role model for the 
students ... ... ... ... ... 
*A Good Mentor 
values students as individuals 
000 000 ... 000 ... 
*A Good Mentor 
displays empathy 
with students 
... 000 ... 0410 
*A Good Mentor 
provides emotional 
support for students 000 ... ... ... ... 
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Strongly Agree Not Disagree Strongly 
Agree Sure Disagree 
*A Good Mentor 
gives confidence to 
the students ... ... ... ... ... 
*A Good Mentor 
displays patience 
for students ... ... ... ... ... 
*A Good Mentor is 
capable of forming 
a relaxed relationship ... ... ... ... ... 
*A Good Mentor is 
willing to negotiate 
learning experiences ... ... ... ... ... 
*A Good Mentor 
provides opportunity 
for constructive 
criticism ... ... ... ... ... 
*A Good Mentor 
gives time for 
reflection 
... 0400 ...... 000 
*A Good Mentor 
can accepts student's 
viewpoints ... ... ... ... ... 
*A Good Mentor is 
interested and 
positive towards 
students . ... .... . . . .. .. 
*A Good Mentor is 
enthusiastic and 
motivated ... ... ... ... ... 
*A Good Mentor is 
a resourceful 
person ... ... ... ... ... 
7 
15. How do you perceive your role as a Mentor to 
Project 2000 students? Please comment. 
16. Do you consider yourself well-prepared to fulfil 
your role as a Mentor to Project 2000 students? 
Please comment. 
8 
17a. Are there any other factors you perceive, to 
a greater or lesser extent, influence your 




b. If your answer is YES, please give examples. 
Please feel free to give any further comments 
below about your role as a Mentor 
to Project 2000 students. 
THANK YOU FOR COMPLETING THIS QUESTIONNAIRE. 
Please put this in the post with the pre-addressed envelope. 
9 




The questions asked during the interviews were designed to gain 
greater insight into the experiences and perceptions of the 
community nurses about their mentoring roles with Project 2000 
students. Although there was some structure/focus in the 
questions, the ordering and asking of the questions was flexible, 
and gave opportunities for further clarification and probing. 
Main Ouestions: 
1. What is your understanding of the term "mentor"? 
2. What skills and qualities do you think a mentor needs? 
3. How would you describe your role as a mentor? 
4. What are the benefits of mentoring? 
5. How would you describe a successful mentor-mentee 
relationship? 
6. What difficulties have you found in your role as a mentor? 
7. What kind of support do you need to perform your mentoring 
role effectively? 
8. What kind of change would you like to see in relation to the 
present mentorship of students? 
Probing Questions: 
1. How would you describe yourself as a mentor? 
2. Can you give me some examples of the skills/qualities a mentor 
needs? 
3. What do you actually do in your role as a mentor? 
4. What do you get out of being a mentor? 
5. How do you get on with the students you have mentored so far? 
6. Can you give me example(s) of the difficulties you have 
experienced? 
7. Can you give me some examples of the support you need? 
8. Can you give me some examples of the changes you would like to see? 
APP END ZX TEN 
(a) Extract Of An Interview 
With A District Nurse 
(b) Extract Of An Interview 
With A Health visitor 
And A School Nurse 
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EXTRACT OF AN INTERVIEW WITH A DISTRICT NURSE 
R= Interviewer, I= Informant 
R: What is your understanding of the term mentor? 
I: A mentor is someone who guides and supports the students in 
a new enivironment, to promote learning and practice. I am a 
facilitator as well as a resource person ... pointing the 
students in the right direction to access information and 
learning opportunities. I see myself as someone who does the 
encouraging and reassuring ... be there as a friend really ... to give them (the students) the confidence to participate in the 
practical nursing skills, and to help them learn through 
observing me with my clients. 
R: What skills and qualities do you think a mentor needs? 
I: As a mentor, I need to be knowledgeable in my own practice, 
and have the ability to demonstrate my nursing skills as well as 
communicating with the students. I am always willing to have 
students with me, and see myself as approachable and committed 
to student learning. One needs to be flexible and have the 
patience. You also need to have good listening skills and be 
prepared to give the students the time to talk things through. 
Empathy towards students is vital, especially, if they feel 
anxious about certain home situations of my clients. 
R: How would you describe your role as a mentor? 
I: Being a teacher in helping students achieve their learning 
outcomes while on placement with me. A role-model, for how they 
should do things in the community setting. I encourage them to 
participate in what we do ... the practical side of nursing, and then discuss the experience together. I believe in giving 
constructive feedback and encourage the students to ask 
questions. It is so important that they understand what community 
nursing is all about. 
R: What are the benefits of mentoring? 
I: I hope we can learn from each other ... I enjoy the company and the stimulation. It is good to be challenged or questioned, it helps me get up to date with my own practice. The satisfaction 
of seeing students get something out of the placement, such as, 
confidence in visiting clients on their own. Being a mentor has 
given me opportunity to reflect on my own practice and I have 
certainly learned alot from my students. 
R: How would you describe a successful mentor-mentee 
relationship? 
I: I have five students so far ... we got on very well right from 
the first day of their placements. One student in particular, she 
was keen and willing to learn. Everyone in the team took to her 
and the clients were very impressed with her attitudes. She just 
stuck in and got on with the work and contributed to the 
discussions. It is a two way thing really ... openness and trust is important in any relationship. You need breathing space 
sometimes, and each of us is adaptable in certain situations. For 
example, giving her the opportunity to visit a client when she 
feels confident to do so. 
R: What difficulties have you found in your role as a mentor? 
I: I have a large caseload and am committed to my clients, so 
sometimes the students feel neglected. Time is what I need most 
when I have students out with me. Also the dependability of 
students in the adult branch programme ... there is nothing worse than to suddenly find you have "their work" to do. I have a 
student who did not have the money to buy petrol, so she rang up 
sick, and you are expecting her to visit her clients on her 
client attachment day. The rush to sort out my own list in order 
to cover her work ... is time consuming and frustrating. 
R: What kind of support do you need to perform your mentoring 
role effectively? 
I: I would like to be informed of my students allocation at least 
six weeks ahead to give me time to plan and prepare a programme 
of learning opportunities for them. I am always having students, 
I need help with my caseload ... maybe sharing the students with 
other members of the team. A break from having students would 
certainly be welcome, and having more support from colleagues 
from other teams. I would also like the opportunity to do more 
training for the teaching and assessing role, and more regular 
update sessions, especially, guidelines on the assessment 
documents. 
R: What kind of change would you like to see in relation to the 
present mentorship of students? 
I: I would like to see students coming out to us in blocks of 
four to six weeks with no study day in between. Students need to 
be better prepared for their placements and I do feel strongly 
that they are out in the community far too soon in their 
training. They need more clinical experience in the hospital 
setting first. Also, the assessment documents need to be made 
more user friendly, and the learning outcomes more relevant to 
the community setting. There are too many learning outcomes to 
achieve in the short allocation with us. 
EXTRACT OF AN INTERVIEW WITH 
A HEALTH VISITOR AND A SCHOOL NURSE 
R= Interviewer, Ii = Health Visitor, 12 = School Nurse 
R: What is your understanding of the term mentor? 
I1: I see a mentor as an experienced person, guiding and giving 
advice to a younger person. For me ... I am a supporter and a teacher to the students, enabling them to get as much as they 
want from the placement with me. 
12: A mentor is a teacher and a guide .... teaching the students 
new skills and guiding them to new aspects of nursing care. It 
is important that the students learn from me ... the main aspects 
of school nursing and the interpersonal relationships with the 
children, teachers and parents. 
R: What skills and qualities do you think a mentor needs? 
12: As a mentor, I am aware that I need to be approachable, 
friendly and flexible .... the students are out only for a short time with me. They need someone who they can talk to, so 
communication and listening skills are part and parcel of being 
a school nurse really. 
I1: Yes, I agree ... I see the communication and listening skills the same as with health visiting .... but, the mentor also needs to be committed to the student learning. So, organisation skills 
in planning a good learning programme ahead and encouraging 
students to be involved are certainly something I always do when 
they are out with me. I believe the willingness to support and 
be genuinely interested in the students are also important 
qualities for health visitors to have. 
R: How would you describe your role as a mentor? 
12: I am a role model in many ways .... the students see what I 
am doing and how I interact with the school children and 
teachers. I try to have the students with me as much as possible 
and get them involve too ... so, I can give them a good learning 
experience of what school nursing is all about. 
I1: As a facilitator and supporter ... I encourage and point the way for them to get the learning opportunities and resources, to 
enable them to achieve their learning outcomes. I see my role as 
giving students the confidence to ask questions about all aspects 
of health visiting and encouraging participation in discussions. 
Some of my students need that extra prompting ".. to draw them 
out. 
R: What are the benefits of mentoring? 
I1: A learning process for me certainly ... sharing experiences 
with the students and ensuring my own professional development 
to keep abreast of changes within nursing and nursing education. 
It enables me to make time to sit down with the students and 
colleagues to discuss and reflect on what we are doing as mentors 
... very refreshing and beneficial 
indeed, to be able to do just 
that every now and then. 
12: I have had very positive experiences with all my students ... 
they actually stimulated me with their questions and wanting to 
share ideas with me. Some of them are very informative and I have 
certainly gained much insight into their education through being 
a mentor. 
R: How would you describe a successful mentor-mentee 
relationship? 
I1: I see it as a two way process ... the student needs to put in as much as I do, in being enthusiastic and motivated about the 
placement. The first two days are put aside for getting to know 
one another and allowing the student to settle in with other 
members of the team. The rest of the placement is enabling the 
student to make the most of their time with me ... being flexible 
with their negotiated learning opportunities and allowing them 
time to reflect on their own. The students do appreciate going 
out with other team members and come back really pleased to 
discuss what they have done and found out. We get on well and 
learn from one another to some extent. 
12: I would like to have more time with the students ... to get 
to know one another better, and to give them more time to get to 
understand what we school nurses do ... to give them more 
opportunities to see and participate in what I am doing. It is 
the ability to get on with one another, and also the student's 
motivation and willingness to learn that make a successful 
mentor-mentee relationship. 
R: What difficulties have you found in your role as a mentor? 
I1: Time is something I can do alot with ... time to plan and 
time to sit down with the student after a long day. Sometimes 
students do not realise what we have to do and it upsets me alot 
when they do not turn up for a visit I have arranged for them ... 
or they treat the placement as one they have to complete. So, 
.... it is trying to get them interested in the community nursing 
aspects ... which can be hard work at times. 
12: The students are out with us for a short allocation, so it 
is difficult to get to know them personally ... or get a 
relationship going, other than being friendly and supportive. The 
days with them can be very intensive and tiring. Much of the time 
is ensuring that they have a good insight into school nursing ... 
trying to cover as many interesting aspects as I can for them. 
Some students enjoy the challenge ... others find it boring, I 
than get quite frustrated with them. 
R: What kind of support do you need to perform your mentoring 
role effectively? 
12: We have had alot of students coming out recently ... it would be nice to have a short break ... not too long, as I enjoy having 
students out with me. I must say I have good support from my 
colleagues and also from you (the link teacher) ... I think keeping in touch and be informed of what is happening is 
important. 
I1: Yes, the liaison and communication links with the college 
should be maintained. I like to have frequent up-to-date 
information on any changes to the assessment document .... and 
perhaps regular feedback of the students' evaluation of their 
community experience would be useful. I like to have a longer 
time to plan and organise a programme for the students. With some 
earlier allocations of students, I was notified about a week 
beforehand ... that was too stressful, to get anything planned, I was not happy at all about it. 
R: What kind of change would you like to see in relation to the 
present mentorship of students? 
I1: Maybe a good orientation day out in the community before the 
students come out with us .... so that the students know what to 
expect of them and what to look out for. I think the assessment 
document needs to be more user-friendly, especially, the learning 
outcomes ... they should be worded appropriately for the 
community setting, and certainly less of them. There are far too 
many outcomes to achieve for a short placement. 
12: I agree ... the community nurses should be more 
involved in 
the preparation of students before they start their community 
experience. I would like to see the students coming out with us 
on a longer placement ... with less study days 
in between the 
allocation definitely. It would give the students some continuity 
and enable me to ensure that they do not miss the learning 
opportunities or visits that I have arranged with colleagues. 
APP END =X ELEVEN 
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QUESTION 12a: POSITIVE FACTORS 
Factors that helped respondents to 1 2 3 4 5 6 7 8 9 10 
carry out their mentoring role well * 
1. The for planning & preparation (28) (16) (12) (6) (6) (4) (9) (4) (6) / 
30.8 17.6 13.2 6.6 6.6 4.4 9.9 4.4 6.6 / 
2. Tine for working with students (17) (23) (13) (8) (9) (10) (1) (6) (3) (1) 
18.7 25.3 14.3 8.8 9.9 11.0 1.1 6.6 3.3 1.1 
3. Tine for feedback & reflection (4) (4) (13) (10) (11) (12) (11) (14) (11) (1) 
4.4 4.4 14.3 11.0 12.1 13.2 12.1 15.4 12.1 1.1 
4. A reduced client caseload (1) (2) (3) (3) (2) (1) (9) (7) (11) (52) 
1.1 2.2 3.3 3.3 2.2 1.1 9.9 7.7 12.1 57.1 
5. Being notivated (21) (8) (12) (12) (6) (6) (7) (12) (3) (4) 
23.1 8.8 13.2 13.2 6.6 6.6 7.7 13.2 3.3 4.4 
6. Being confident (3) (9) (6) (13) (8) (11) (6) (8) (17) (10) 
3.3 9.9 6.6 14.3 8.8 12.1 6.6 8.8 18.7 11.0 
7. Ability to teach (4) (9) (11) (8) (18) (12) (7) (9) (11) (2) 
4.4 9.9 12.1 8.8 19.8 13.2 7.7 9.9 12.1 2.2 
8. Knowledge of the course structure (3) (8) (12) (11) (10) (11) (9) (12) (9) (6) 
3.3 8.8 13.2 12.1 11.0 12.1 9.9 13.2 9.9 6.6 
9. Knowledge of assessnent docuents / (4) (3) (7) (14) (15) (16) (8) (15) (9) 
/ 4.4 3.3 7.7 15.4 16.5 17.6 8.8 16.5 9.9 
10. Knowledge of the stage of each (10) (8) (6) (13) (7) (9) (16) (10) (6) (6) 
student's experience 11.0 8.8 6.6 14.3 7.7 9.9 17.6 11.0 6.6 6.6 
n=91, Figures in brackets = nunber of respondents. 
Bold figures denote percentages (1) 
t Where Ranking 1= nost inportant to 10= least inportant. 
Detailed Distribution of the Rankings in Level of ILportance : Positive Factors. 
QUESTION 12b: NEGATIVE FACTORS 
Factors that make it tore difficult 1 2 3 4 5 6 7 8 9 10 
for respondents to mentor students * : t * * * * * ' * 
1. Lack of time for planning (26) (16) (18) (8) (10) (3) (2) (3) (5) / 
28.6 17.6 19.8 8.8 11.0 3.3 2.2 3.3 5.5 / 
2. Lack of time for working with (19) (25) (10) (15) (4) (8) (4) (2) (1) (3) 
sudents 20.9 27.5 11.0 16.5 4.4 8.8 4.4 2.2 1.1 3.3 
3. Lack of time for feedback i (1) (13) (23) (8) (19) (11) (7) (4) (3) (2) 
reflection 1.1 14.3 25.3 8.8 20.9 12.1 7.7 4.4 3.3 2.2 
4. Lack of communication fron the (3) (3) (6) (17) (8) (17) (13) (13) (8) (3) 
College 3.3 3.3 6.6 18.7 8.8 18.7 14.3 14.3 8.8 3.3 
5. Too much paperwork (5) (8) (7) (10) (21) (14) (10) (8) (8) / 
5.5 8.8 7.7 11.0 23.1 15.4 11.0 8.8 8.8 / 
6. Having other students (11) (7) (7) (6) (7) (8) (12) (16) (5) (12) 
12.1 7.7 7.7 6.6 7.7 8.8 13.2 17.6 5.5 13.2 
7. Staff shortages (12) (7) (6) (13) (8) (9) (13) (7) (12) (4) 
13.2 7.7 6.6 14.3 8.8 9.9 14.3 7.7 13.2 4.4 
8. Maintaining regular caseload (6) (7) (7) (8) (4) (13) (13) (18) (6) (9) 
6.6 7.7 7.7 8.8 4.4 14.3 14.3 19.8 6.6 9.9 
9. Lack of student's motivation (6) (2) (3) (5) (5) (5) (11) (10) (33) (11) 
6.6 2.2 3.3 5.5 5.5 5.5 12.1 11.0 36.3 12.1 
10. Students' transport problem (2) (3) (4) (1) (5) (3) (6) (10) (10) (47) 
2.2 3.3 4.4 1.1 5.5 3.3 6.6 11.0 11.0 51.6 
n: 91, Figures in bracket = number of respondents. 
Bold figures denote percentages (1). 
* Where Ranking 1= most important to 10= least important. 
Detailed Distribution of the Rankings in Level of Ioportance : Negative Factors. 
QUESTION 13: ATTRIBUTES/SKILLS 








A. A Wide Knowledge Base: 
1. Relevant knowledge of current practice 51.5 (47) 34.1 (31) 14.3 (13) 
2. Ability to relate theory to practice 25.3 (23) 54.9 (50) 19.8 (18) 
3. Knowledge of course structure 23.1 (21) 11.0 (10) 65.9 (60) 
B. Teaching Skills: 
1. Aware of student's knowledge & experience 37.4 (34) 26.4 (24) 36.6 (33) 
2. Aware of specific objectives of lesson 18.7 (17) 40.7 (37) 40.7 (37) 
3. Ability to communicate & demonstrate 44.0 (40) 33.0 (30) 23.1 (21) 
C. Assessing Skills: 
1. Understand the assessment documents 39.6 (36) 11.0 (10) 49.5 (45) 
2. Ability to be non-judgemental 30.8 (28) 41.8 (38) 27.5 (25) 
3. Give constructive feedback 29.7 (27) 47.3 (43) 23.1 (21) 
D. Supporting And Helping Skills: 
1. Understand the deands of the course 23.1 (21) 19.8 (18) 57.1 (52) 
2. Be approachable 60.4 (55) 27.5 (25) 12.1 (11) 
3. Be prepare to listen and counsel 16.5 (15) 53.8 (49) 29.7 (27) 
E. Xanageaent Skills: 
1. Organisational ability 29.7 (27) 54.9 (50) 15.4 (14) 
2. Good communication skills 59.3 (54) 34.1 (31) 6.6 (6) 
3. Ability to lead 12.1 (11) 11.0 (10) 76.9 (70) 
n=91, Figures in brackets = nunber of respondents. 
*Where Ranking 1= most important; 2- important; 3= least important. 
Detailed Distribution of the Rankings in Level of I3pgrtance s Attributes/Skills. 
QUESTION 14: OPINIONS GIVEN TO MENTORS 






1. A role model for the students 27.5 (25) 60.4 (55) 8.8 (8) 3.3 (3) / 
2. Values students as individuals 60.4 (55) 39.6 (36) / / / 
3. Displays empathy with students 30.8 (28) 60.4 (55) 7.7 (7) 1.1 (1) / 
4. Provides emotional support 23.1 (21) 54.9 (50) 19.8 (18) 2.2 (2) / 
5. Gives confidence to the students 36.2 (33) 61.5 (56) 2.2 (2) / / 
6. Displays patience for students 41.8 (38) 57.1 (52) 1.2 (1) / / 
7. Forming a relaxed relationship 18.7 (17) 70.0 (64) 7.7 (7) 2.2 (2) 1.1 (1) 
8. Negotiates learning experiences 37.4 (34) 59.3 (54) 3.3 (3) / / 
9. Provides constructive criticisms 30.8 (28) 64.8 (59) 3.3 (3) 1.2 (1) / 
10. Gives time for reflection 33.0 (30) 65.9 (60) / / / 
11. Accepts student's viewpoints 28.5 (26) 61.5 (56) 7.7 (7) 2.2 (2) / 
12. Interested and positive 41.8 (38) 57.1 (52) 1.1 (1) / / 
13. Enthusiastic and motivated 54.9 (50) 45.1 (41) 
14. A resourceful person 41.8 (38) 52.7 (48) 5.5 (5) / / 
Al, Figures in brackets = number of respondents. 
Bold figures denotes percentages (1). 
Detailed Distribution of the Ratings of Level of Agreement : Opinions Givenn To Mentors. 
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Q12a: Factor 1: Tile For Planning & Preparation 
----- Mann-Whitney U- Wilcoxon Rank Sum W Test 
Q12A1 positive factors 
by JOBTIT jobtitle 
Mean Rank Cases 
29.66 35 JOBTIT -1 district nurse 




Corrected for ties 
z 2-Tailed P 
-2.6477 . 0081 
Q12a: Factor 1: Tine For Planning & Preparation 
----- Kruskal-Wallis 1-Way Anova 
Q12A1 positive factors 
by JOBTIT jobtitle 
Mean Rank Cases 
53.96 35 JOBTIT =1 
44.22 40 JOBTIT -2 
33.03 16 JOBTIT =3 
91 Total 
Chi-Square D. F. Significance 
7.2142 2 . 0271 




Corrected for ties 
Chi-Square D. F. Significance 
7.5049 2 . 0235 
----- Mann-Whitney U- Wilcoxon Rank Sum W Test 
Q12B1 negative factors 
by JOBTIT jobtitle 
Mean Rank Cases 
43.40 35 JOBTIT Q1 district nurse 
33.28 40 JOBTIT s2 health visitor 
75 Total 
Corrected for ties 
UWZ 2-Tailed P 
511.0 1519.0 -2.0389 . 0415 
Q12b: Factor 1: Lack Of Tiae For Planning 
----- Mann-Whitney U- Wilcoxon Rank Sum W Test 
Q12B1 negative factors 
by JOBTIT jobtitle 
Mean Rank Cases 
29.79 35 JOBTIT -1 district nurse 
17.72 16 JOBTIT Q3 school nurse 
51 Total 
Corrected for ties 
UWZ 2-Tailed P 
147.5 283.5 -2.7438 . 0061 
Q12b: Factor 3: Lack Of Tive For Feedback & Reflection 
----- Mann-Whitney U- Wilcoxon Rank Sum W Test 
Q12B3 negative factors 
by JOBTIT jobtitle 
Mean Rank Cases 
29.54 35 JOBTIT =1 district nurse 
18.25 16 JOBTIT =3 school nurse 
51 Total 
Corrected for ties 
Uwz 2-Tailed P 
156.0 292.0 -2.5490 . 0108 
Q12b: Factor 6: Having Other Students 
----- Mann-Whitney U- Wilcoxon Rank Sum W Test 
Q12B6 negative factors 
by JOBTIT jobtitle 
Mean Rank Cases 
23.01 35 JOBTIT -1 district nurse 
32.53 16 JOBTIT -3 school nurse 
51 Total 
Corrected for ties 
UWZ 2-Tailed P 
175.5 520.5 -2.1473 . 0318 
Q12b: Factor 7: Staff Shortages 
----- Mann-Whitney U- Wilcoxon Rank Sum W Test 
Q12B7 negative factors 
by JOBTIT jobtitle 
Mean Rank Cases 
20.37 35 JOBTIT -1 district nurse 
38.31 16 JOBTIT -3 school nurse 
51 Total 
Corrected for ties 
UWZ 2-Tailed P 
83.0 613.0 -4.0261 . 0001 
Q12b: Factor 6: Having Other Students 
----- Mann-Whitney U- Wilcoxon Rank Sum W Test 
Q12B6 negative factors 
by JOBTIT jobtitle 
Mean Rank Cases 
24.60 40 JOBTIT 2 health visitor 
38.25 16 JOBTIT s3 school nurse 
56 Total 
Corrected for ties 
Uwz 2-Tailed P 
164.0 612.0 -2.8533 . 0043 
Q12b: Factor 7: Staff Shortages 
----- Mann-Whitney U- Wilcoxon Rank Sum W Test 
Q12B7 negative factors 
by JOBTIT jobtitle 
Mean Rank Cases 
24.02 40 JOBTIT a2 health visitor 
39.69 16 JOBTIT s3 school nurse 
56 Total 
Corrected for ties 
UWZ 2-Tailed P 
141.0 635.0 -3.2817 . 0010 
Q12b: Factor 10: Student's Transport Probles 
----- Mann-Whitney U- Wilcoxon Rank Sum W Test 
Q12B10 negative factors 
by JOBTIT jobtitle 
Mean Rank Cases 
31.10 40 JOBTIT =2 health visitor 
22.00 16 JOBTIT -3 school nurse 
56 Total 
Corrected for ties 
UWZ 2-Tailed P 
216.0 352.0 -2.0741 . 0381 
Q12b: Factor 1: Lack Of Tile For Planning 
----- Kruskal-Wallis 1-Way Anova 
Q12B1 negative factors 
by JOBTIT jobtitle 
Mean Rank Cases 
55.19 35 JOBTIT =1 district nurse 
43.80 40 JOBTIT =2 health visitor 
31.41 16 JOBTIT =3 school nurse 
91 Total 
Chi-Square D. F. Significance 
9.3948 2 . 0091 
Q12b: Factor 3: Lack Of Time For Feedback & Reflection 
Corrected for ties 
Chi-Square D. F. Significance 
9.7724 2 . 0076 
----- Kruskal-Wallis 1-Way Anova 
Q1233 negative factors 
by JOBTIT jobtitle 
Mean Rank Cases 
54.21 35 JOBTIT =1 district nurse 
43.72 40 JOBTIT =2 health visitor 
33.72 16 JOBTIT -3 school nurse 
91 Total 
Corrected for ties 
Chi-Square D. F. Significance Chi-Square D. F. Significance 
7.1408 2 . 0281 7.3699 2 . 0251 
Q12b: Factor 6: Having Other Students 
----- Kruskal-Wallis 1-Way Anova 
Q12B6 negative factors 
by JOBTIT jobtitle 
Mean Rank Cases 
44.86 35 JOBTIT =1 
40.49 40 JOBTIT a2 
62.28 16 JOBTIT -3 
91 Total 
Chi-Square D. F. Significance 




Corrected for ties 
Chi-Square D. F. Significance 
8.0003 2 . 0183 
Q12b: Factor 7: Staff Shortages 
----- Kruskal-Wallis 1-Way Anova 
Q12B7 negative factors 
by JOBTIT jobtitle 
Mean Rank Cases 
35.84 35 JOBTIT =1 district nurse 
45.49 40 JOBTIT =2 health visitor 
69.50 16 JOBTIT =3 school nurse 
91 Total 
Corrected for ties 
Chi-Square D. F. Significance Chi-Square D. F. Significance 
17.8558 2 . 0001 18.0951 
2 . 0001 
Q13/D: Statement 1: Understand The Demand Of The Course 
----- Mann-Whitney U- Wilcoxon Rank Sum W Test 
Q13D1 attributes/skills 
by JOBTIT jobtitle 
Mean Rank Cases 
32.74 35 JOBTIT =1 district nurse 
42.60 40 JOBTIT -2 health visitor 
75 Total 
Corrected for ties 
UWZ 2-Tailed P 
516.0 1146.0 -2.1957 . 0281 
Q13/E: Statement 1: Organisational Skills 
----- Mann-Whitney U- Wilcoxon Rank Sum W Test 
Q13E1 attributes/skills 
by JOBTIT jobtitle 
Mean Rank Cases 
29.39 35 JOBTIT =1 district nurse 
45.54 40 JOBTIT =2 health visitor 
75 Total 
Corrected for ties 
UWZ 2-Tailed P 
398.5 1028.5 -3.5832 . 0003 
Q13/E: Stateient 2: Good Couunication Skills 
----- Mann-Whitney U- Wilcoxon Rank Sum W Test 
Q13E2 attributes/skills 
by JOBTIT jobtitle 
Mean Rank Cases 
48.63 35 JOBTIT =1 district nurse 
28.70 40 JOBTIT =2 health visitor 
75 Total 
Corrected for ties 
uwz 2-Tailed P 
328.0 1702.0 -4.5853 . 0000 
Q13/E: Stateient 1: Organisational Skills 
----- Mann-Whitney U- Wilcoxon Rank Sum W Test 
Q13E1 attributes/skills 
by JOBTIT jobtitle 
Mean Rank Cases 
30.98 40 JOBTIT -2 health visitor 22.31 16 JOBTIT -3 school nurse 
56 Total 
Corrected for ties 
UWZ 2-Tailed P 
221.0 357.0 -2.1431 . 0321 
Q13/E: Statement 2: Good Co"unication Skills 
----- Mann-Whitney U- Wilcoxon Rank Sum W Test 
Q13E2 attributes/skills 
by JOBTIT jobtitle 
Mean Rank Cases 
26.14 40 JOBTIT =2 health visitor 




Corrected for ties 
Z 2-Tailed P 
-2.3289 . 0199 
Q13/E: Statement 1: Organisational Skills 
----- Kruskal-Wallis 1-Way Anova 
Q13E1 attributes/skills 
by JOBTIT jobtitle 
Mean Rank Cases 
36.36 35 JOBTIT =1 
56.01 40 JOBTIT =2 
42.06 16 JOBTIT =3 
91 Total 
Chi-Square D. F. Significance 
10.7681 2 . 0046 




----- Kruskal-Wallis 1-way Anova 
Q13E2 attributes/skills 
by JOBTIT jobtitle 
Mean Rank Cases 
Corrected for ties 
Chi-Square D. F. Significance 
13.3855 2 . 0012 
58.23 35 JOBTIT -1 district nurse 
34.34 40 JOBTIT -2 health visitor 
48.41 16 JOBTIT -3 school nurse 
91 Total 
Corrected for ties 
Chi-Square D. F. Significance Chi-Square D. F. Significance 
15.4329 2 . 0004 
20.5412 2 . 0000 
I 
Q14: Stateient 7: Forcing A Relaxed Relationship 
----- Mann-Whitney U- Wilcoxon Rank Sum W Test 
RELAT relaxed relationship 
by JOBTIT jobtitle 
Mean Rank Cases 
25.83 40 JOBTIT =2 health visitor 




Q14: Statement 7: Forging A Relaxed Relationship 
Corrected for ties 
Z 2-Tailed P 
-2.3989 . 0164 
----- Kruskal-Wallis 1-Way Anova 
RELAT relaxed relationship 






35 JOBTIT =1 
40 JOBTIT =2 







D. F. Significance 
2 
. 1449 
Corrected for ties 
Chi-Square D. F. Significance 
5.9872 2 . 0501 
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